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SURGICAL ANALGESIA FROM 
NAL COCAINIZATION.* 


SPI- 


BY ALBERT E. HALSTEAD, CHICAGO. 


Since the publication of Bier’s paper, in 
399, on spinal cocainization as a substitute 
r general anesthesia, in operations upon 
e lower half of the body, a great number 
contributions have appeared in the litera- 
re, in which every phase of this interest- 
g subject has been discussed ad infinitum. 
s most of this literature is at the disposal 
the members of this Society, I propose to 
ss over the physiology of endomeningeal 
jection of cocaine and other agents em- 
ved for the purpose of producing surgical 
algesia and as therapeutic agents and deal 
iefly with the practical surgical features of 
e procedure. 
No just comparison can be made between 
neral anesthesia and spinal analgesia, be- 
use of the necessary limitation of applica- 
n of the latter to operations upon the 
wer half of the body. In a certain class 
cases when, for good reason, a genera! an- 
thetic is contraindicated, spinal analgesia 
of great value. The contraindications re- 
rred to are those generally agreed upon 
both physicians and surgeons. These are 
ry serious lesion of the heart, lungs or 
ineys. Of these, I may mention: Chronic 
mehitis, emphysema, valvular heart dis- 
se and nephritis. Especially when we 
ve a combination of these diseases is a 
neral anesthetic strongly contraindicated. 
hen such conditions exist, and when for 
ler reasons, regional and local anesthesia 
impracticable, spinal analgesia is inval- 
ble, and merits more than a passing con- 
leration. 
The objections to the use of spinal co- 
inization that are usually made may be 
ited as follows: 
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1. That there are immediate and remote 
dangers, which are considerable. 

2. That it is uncertain in its action, both 
as to producing surgical analgesia and as to 
its duration. 

3. That attempts at introducing cocaine 
sometimes fail. 

4. That there are unpleasant after-ef- 
iects. 

We must admit that all of these objections 
are more or less valid. In considering 
them individually, we find that although 
deaths may occur as a direct result of spinal 
cocainization, yet in those reported it would 
appear that the same termination would 
probably have occurred in most of them if 
a general anesthetic had been employed (as 
will appear from the following cases). 

F. Hahn (centralblatt f. d. Grenz. Ge- 
biet Bd. 4) collected 1,708 cases of spinal 
cocainization for 
which 8 cases died. 
fier’s case, where the 


surgical analgesia, of 
In one of these, Tuf- 
lethal issue was at- 
tributed to the use of cocaine, the autopsy 
showed a serious heart and lung lesion, suf- 
ficient to cause death. In Dumont’s case, 
death six days after operation; general tu- 
berculosis. In Kocher’s case, death some 
time after resection of a tubercular ankle, 
with symptoms of meningitis; no autopsy. 
This could have been tubercular meningitis. 
Lilienthal’s death some hours after 
operation. Tumor of the brain found post 
mortem. 


case 5 


fol- 
lowing three days after spinal cocainization 
from general debility. In these five cases it 
is evident that death could not be attributed 
to cocaine poisoning. 


Foote’s case, an aged woman, death 


As to the immediate risks, spinal punc- 
ture, under the conditions that usually exist 
in surgical cases, is in itself harmless; on 
the other hand, when employed for diag- 
nostic purposes it has been occasionally fol- 
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lowed by serious symptoms, and even a fatal 
termination. Under these conditions, there 
generally exists some serious disease of the 
central nervous system or its coverings, 
which determines the lethal issue. 

The immediate danger in spinal anal- 
gesia must be charged to the toxic effect of 
cocaine. This danger exists, no doubt, and 
it is not always directly proportionate to the 
quantity of the drug employed. The 
certainty of action, the frequent idiosyncra- 
sies exhibited toward this drug by different 
individuals, are generally recognized. 

At the present time the actual danger 
from poisoning cannot be accurately esti- 
mated, although spinal cocainization has 
been employed in several thousand cases. 
The unreliability of the drug and the uncer- 
tainty of its action in different individuals 
will always remain an 
use, excepting in cases where the dangers 
from a general anesthetic outweigh the risks 
incident to the administration of a mini- 
mum dose. Morton, of San Francisco, up 
to November, 1902, had employed it in 673 
cases without having more than one fatality. 
In this case the post-mortem findings were 


un- 


objection to its 


against cocaine poisoning. 

The danger of septic meningitis can be 
eliminated by following the general rules of 
aseptic technique. In no far re- 
ported, has an acute meningitis developed 
after spinal puncture. 

The danger from remote changes in the 
cord are nil, as has been demonstrated be- 
yond question, both by post-mortem and ex- 


case, sO 


perimental evidence. 

The fact that in certain cases no analgesia 
is produced seems to deter some from em- 
ploying this procedure. Morton records one 
failure in 673 cases. My experience, based 
upon about 70 cases, there were 3 in which 
no surgical analgesia followed the injection 
of 15 m. of a 2% solution. In these three 
eases Truax, Green & Company’s prepara- 
tion of 2% sol. cocaine in sealed tubes was 
employed. From the total failure of the 
injection, I am led to believe that the solu- 
tion was not of the strength indicated, or 
else contained no cocaine at all. In all of 
my cases when a fresh solution was made, 
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analgesia was complete, usually to the costa 
arch, sometimes higher. Faifures from in- 
ability to reach the spinal canal are unusual. 
even in the hands of the inexperienced. De- 
formities of 


the lumbar spine may compli 


cate the operation, but as we have a choic 
of any part between the second lumbar and 
the lumbo-sacral articulation, no difficult 
is ordinarily encountered. 

Unpleasant after-effects, such as head 
ache, vomiting, nausea, palpitation, am 
thirst follow in about 40% of the 
The most distressing after-effect is the head 
ache, which may last for several days. This 
as has been proven by the experiments o 
Marx and others, is not due to the effect « 
cocaine, but occurs when a decinormal salt s: 
lution or sterile water is injected into th 
spinal canal. The nausea and vomiting a) 
usually transient, lasting but a few moment- 
The perspiration and pallor that are quit 
common are alarming at first, but are of 1 
especial importance. In noneof my cases wer 
there any serious respiratory or cardiac sym) 
toms. In patients of extreme age, and thos 
suffering from well marked heart lesions, t) 


cases 


pulse generally remained unchanged. 

In one case, a woman of 66 (Dr. Hutehin 
son’s patient), with mitral insufficien 
parenchymatous nephritis, ascites and ge1 
eral anasarca, operated upon for a strangi 
lated femoral hernia, no change in the puls 
nor any respiratory difficulty were noted. 

In a number the pulse became slower, a 
of a better quality’as the operation pr 
gressed. 

In a case operated upon at St. Luke’s Ho- 
pital, where there existed a heart lesio 
with probably an aortic aneurysm, an oper: 
tion for double inguinal hernia with a 
acutely inflamed appendix in the right sa 
was done under spinal analgesia, after r 
peated attempts had been made to admini- 
ter a general anesthetic. In this case th 
pulse improved greatly during the operatio: 
and no unpleasant after-effects were note 

Involuntary evacuation of the bowels du 
ing the operation has been mentioned as : 
objection. In none of my cases has this 
eurred. In all of my cases the analges 
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is lasted long enough to permit of comple- 


on of the operation. 


Among the cases that I have operated 
on by this method I may mention: Triple 
rnia; three cases of typhoid perforation 
the bowel; intestinal obstruction; three 
ses of strangulated hernia, with resection 
intestine; appendectomy; castration; su- 
rapubic cystotomy ; hemorrhoids; perineal 
rectum; disarticulation of the 
p; double thigh amputation and resection 
the knee. 


section of 


Kocher mentions that healing of the 
minds made under spinal analgesia does 
t seem to progress as smoothly as when a 
neral anesthetic has been employed. In 
ne of my cases has any delay in healing 
en noticeable. 

In employing this method in operations 
on the upper half of the body, I have had 


experience. Morton and Tait, of San 


rancisco, have rendered analgesic the up- 


- extremities, and also the neck, and parts 
pplied by the fifth nerve, by injections in 

cervical spinal canal, and by forcibly in- 
ting the solution in the lower dorsal and 
mbar portions. 

TECHNIQUE. 

In all my cases the technique employed 
is that recommended by Tuffier. The 
ps are: 
1. Preliminary hypodermic injection of 
e-fourth gr. of morphine. 
2. Careful preparation of lumbar por- 
n of the back, extending around as far 
the middle of the crest of the ilium. 
3. Sitting posture, if possible, with the 
ly bent forward in’ the “scorching posi- 


Recognition of the fourth lumbar 
ne, which is found by drawing a line 
n the highest point of one iliac crest to 
same point on the opposite side. 
>. The needle is introduced just below 
i to one side of the tip of the fourth 
ibar spine, and is directed upwards, for- 
rds and toward the median line for a dis- 
ce of from two to three and one-half 
When the membranes are pene- 
ted a distinct diminution of resistance is 
ticed. 


nes, 


As soon as the needle enters the spinal 
canal the spinal fluid usually begins to drip 
from the needle. At first it 
stained, but clear. If, after 
reaching the canal, no fiuid escapes, its flow 
may be hastened by having the patient 
cough. A stylet may be passed into the 
needle to remove any obstruction that might 
be present. 


may be blood- 


soon becon cs 


The use of a properly made needle is of 
importance. The that I have found 
serviceable is Luer’s needle sv- 

The needle should be of platinum, 


one 
most and 
ringe. 
and have at the point a short bevel with dull 
The syringe is made entirely of 
After introducing the 
quantity of spinal fluid equal to the amount 
of solution that is to be injected is permitted 
to escape. As the experiments of Tuffier, 
Carrini and Marx go to that nau- 
sea and vomiting may be induced by the in- 
troduction of sterile water or any other fluid, 
as well as solution of cocain, and is possibly 
due to the presence of the added fluid rather 
than any toxi¢ action of the drug, it would 
appear rational to reduce the endomeningeal 
pressure by permitting the escape of some 
of the spinal fluid. In most of my cases I 
have employed a fresh two per cent solution 
of cocaine, prepared at the time of the opera- 
tion, of which from 15 to 20 m. were in- 
jected. I have not followed the method of 
Morton of placing sterile dry cocaine in the 
syringe and dissolving it in the spinal fluid 
withdrawn and then injecting this solution. 
This undoubtedly is an excellent method. 


edges. 


needle, a 


glass. 


show 


After the injection, analgesia begins at 
the toes and gradually extends upwards, us- 
ually within two minutes. It is complete 
generally within ten minutes. At times not 
until after twenty minutes. In my cases it 
never extended above the nipple line, and 
seldom above the level of the tenth costal 
cartilage at the parasternal line. 


The duration of the analgesia is from 
thirty minutes to three hours or longer. It 
is never safe to count on its lasting longer 
than one and one-half hours. 
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SURGICAL INDICATIONS FOR SPINAL COCAIN- 
IZATION. 

1. In operations upon the lower half of 
the body, when, from kidney, lung or heart 
disease, a general anesthetic is dangerous, 
and where infiltration or analgesia from neu- 
ral injections of cocaine are not possible, 
spinal analgesia can be employed. 

2. In strangulated hernia or intestinal 
obstruction from other causes, and perfora- 
tions, where considerable time may be re- 
quired, thus contraindicating the use of local 
anesthesia, spinal cocainization is an ideal 
method of securing analgesia, first, because 
the patient remaining conscious is not so 
likely to drown in fecal vomit; second, be- 
cause the shock from the puncture is practi- 
cally nil. In traumatic surgery of the lower 
extremities, the use of spinal cocainization 
“blocks” the reflexes and eliminates to a 
great extent the risk of shock. In amputa- 
tions about the hip, where shock from the 
operation is generally very severe, and often 
fatal, after cocainization of the cord the am- 
putation may be performed without any 
change in the pulse rate. Im this class of 
operations if, for good reasons, unconscious- 
ness is essential, as it sometimes is, a small 
amount of ether and chloroform may be ad- 
ministered to secure this end. The spinal 
cocainization insures the required analgesia. 

I believe spinal analgesia is contraindi- 
cated in all cases in hysterical women, and 
young children, and in the insane. It 
should be used only when its action can be 
explained to the patient, and thus co-opera- 
tion secured. 

I do not consider any. ordinary heart les- 
ion a contraindication to its use. It goes 
without saying that any marked idiosyn- 
crasy for cocaine should constitute a posi- 
tive contraindication against spinal anal- 
gesia. 


103 State street. 





MULTIPLE NEUROFIBROMATA.* 


BY R. B. PREBLE, M. D., CHICAGO, 


I intended to show one case of this rather 
common condition, but this afternoon Dr. 
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Goodkind had in his service at the Count 
Hospital another case, so I brought both o: 
these patients here tonight to show you, an 
my only excuse for presenting them at al 
is to show you to an extraordinary degre 
one of the commonest of clinical findings. 

It is not perhaps generally appreciate: 
that the little pedunculated tumors so con 
monly found upon the thorax are in realit 
small fibromatous tumors arising from th 
fibrous elements of the nerves, and it is on] 
when we find these tumors present in in 
mense numbers, as they are in these case: 
that our attention is particularly drawn ¢ 
them. 

Here is a man, 64 years old, who, at tl 
age of 20, began to develop upon his body i: 
places a large number of these tumors. Th 
are now present in immense numbers. How 
many hundreds there are scattered over his 
body I do not know. All of you can see tl 
larger tumors. Some of them are almos 
microscopical in size, others approximatin 
the size of a pigeon’s egg. Many of the: 
are sessile, and others are pedunculated, a 
of them being covered with skin which 
more or less perfect, although the skin do 
not show the same degree of nutrition whi: 
the normal skin does. Many of them p1 
sent upon the surface large comedo 
Most of them are unpigmented, but some 
them are. They are present everywh¢ 
upon the body. You will see them upon i 
back of the head, over the thorax, the ar 
and legs. On the back they are more n 
merous than elsewhere. 

This other man is younger. He is 
years of age, but gives exactly the same h 
tory as the first case. At about the sar 
age he began to notice these tumors appe: 
ing upon the body. It is true, they 
much less numerous than in the other ca 
but still they are present in great numb 
There are many hundreds of them. T! 
man has one upon the thigh which is ab 
the size of a.hen’s egg. 


In addition to the presence of these 
mors, the men show one other peculiari' 
which is usually present, and that is, th 


*Read before the Chicago Medical Society, April 5, 1% 
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more or less pigmentation of the skin. 
"he skin of both of them, particularly of 
1e older man, is quite diffusely pigmented, 
it does not anywhere show intense pigmen- 
tion, except in small areas. Here, for ex- 
nple, I show you a small area of pigmenta- 
on of dark brown. The other man’s skin 
practically the same, but there is not so 
uch pigmentation. 

The tumors in both cases show exactly the 
me charateristics—they are sessile or pe- 
inculated tumors, covered with a thin, 
ther atrophic, skin, and sometimes with 
medoes, more often without; sometimes a 
ttle pigmented, in other cases a decrease in 
e amount of pigmentation. The tumor 
) the trunk of this man shows better than 
y of the other tumors on the other. 

I cannot exaggerate the frequency with 
1ich we find these small tumors, which 
ve a distinct pedicle, and look as if at 
me time they were very much larger than 
ey are at present. The skin is wrinkled, 
in and delicate, and in most of them the 
gment is less abundant than the pigment 

the normal skin. 


It would naturally occur to anyone to ask 
ether or not these tumors cause any dis- 


rbance whatsoever. They do so only in- 
lirectly. This man, the younger of the 
0, says he has never had any trouble with 
v of them. The older man has had some 
uble with some of them, for reasons easy 
understand. For instance, this tumor 
m the forehead is troublesome at times 
‘ause it interferes with his hat, and these 
mors also on his back interfere with his 
mfort more or less when he lies down. 
1e pressure upon them causes pain, and 
it is usually the rule when the tumors are 
merous. In the other case, as I have said, 
vy cause very little or no disturbance. 
ey do not cause pain, do not interfere 
th the function of the nerves, and while 
v do not look like it, they, as a matter of 
t. develop from the cutaneous nerves. 
There is another set of phenomena quite 
ten present in these cases. There are tu- 
distinctly in connection with the 
rves. Here one would not at first suspect 
it tumors appear in relation to the nerves. 


In other cases there are tumors developing 
obviously and manifestly in connection with 
the nerve, so that one can feel them under 
the skin as a series of nodules and assume 
an arrangement which gives a_ sensation 
comparable to the sensation obtained from 
varicocele. These tumors in the nerves are 
quite frequent, and seem to cause no dis- 
turbance whatever in general. They cause 
no interference with function, as a rule. 
A third phenomenon which these patients 
present to a certain degree is the presence 
of an excessive amount of pigmentation in 
the skin, sometimes diffusely arranged, 
sometimes in geometrical figures, often- 
times arranged distinctly along the distribu- 
tion of some one of the cutaneous nerves. 


In addition to those phenomena, there is 
still a phenomenon which ought to be men- 
tioned, which sometimes happens. That 
is, the tumors of the skin, instead of being 
distributed more or less universally over the 
body, as in both of these cases, are concen- 
trated over one nerve, and we have the pic- 
ture known to you as fibroma molluscum, 
which in certain of its forms is a neuro- 
fibroma. In addition to the disturbances I 
have mentioned, one occasionally finds func- 
tional disturbances, and if one hunts 
through the literature as I did, a few years 
ago, he will be surprised at the infrequency 
with which any note is made of functional 
disturbances of the nervous system. The 
patient complains of paresthesia, or hyper- 
esthesia, occasionally of anesthesia, and I 
myself had occasion a few years ago to have 
under observation a patient who showed this 
condition to a far greater degree than either 
of these men, namely, the symptom of evi- 
dent trophic disturbance. The patient to 
whom I refer was a young woman who had 
this condition for many years, and who de- 
veloped upon the posterior surface of one 
thigh an ulcer which had all the character- 
istics of a perforating ulcer, so commonly 
seen in tabes. This girl developed at the 
end of life gangrene of one foot, for which 
no other explanation was obvious. Such 
trophic disturbances as those are excep- 
tional. Another functional symptom is 
pain, but that is altogether unusual. Even 





390 


in these cases where the relation of the tu- 
mors to the nerves is obvious, and where 
upon physical examination the tumors are 
found directly in the nerve, and widely sep- 
arating the nerve fibres, still the patients do 
not complain of pain. This young woman 


to whom I have referred had one tumor in 
her neck which was very painful, and which 
upon the autopsy table showed no variation 


from all the other tumors which she had, 
and one can roughly say that there was not 
a nerve in her body, either cerebral, spinal 
or sympathetic, which did not show these 
tumors in large numbers, some attaining 
considerable size. Sometimes these tumors 
give rise to disturbances. In some in- 
stances the tumor may develop along the 
course of the nerve and extend into the 
cranial cavity, or spinal canal, and give rise 
to the same disturbance which any other ne- 
oplasm would do. This has been observed 
to occur in some cases with great rapidity. 
Bergriin reported some years ago a case in a 
boy of eleven, in whom these tumors devel- 
oped along the cranial nerves, and caused 
death in the course of a short time by ex- 
tending to and within the cranial cavity. 
This woman had tumors in connection with 
the various spinal nerves, and they extended 
to and within the spinal canal, and from 
‘compression upon the cord gave rise to 
marked degenerative changes in the spinal 
cord. While this woman’s cranial nerves 
were also involved, none of the tumors ex- 
tended within the cranial cavity. 

Another thing which must be remembered 
in the course of these conditions is the possi- 
bility of the tumors undergoing sarcomatous 
degeneration. There have been a moderate 
number of cases reported in the literature 
some 17 or 18—in which the tumors have 
undergone sarcomatous degeneration. This 
older man shows one other thing, and that 
is, if you will notice his hand, you will see 
a deformity which has been caused by an 
arthritic process. Several of the smaller 
joints of the hands have undergone changes 
which one may describe under the name of 
arthritis deformans. The same variety of 
deforming arthritis has taken place in the 
joints, and this is a phenomenon which has 
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not been frequently seen in connection wit 
these tumors. A few years ago I search 
the literature and found one case in whic 
such changes were described, and I was in 
pressed by it because the young woman t 
whom I have referred had an extremely s 
vere and generalized arthritis deforman 
and it was that clinical estimate whi 
seemed to furnish a basis of information ; 
to the nature of arthritis deformans. W 
hoped by examining the nervous system w 
might be able to demonstrate some relatio 
between this disease of the nerves, whi 
long antedated the arthritis deformans, b 
at the autopsy we were unable to demo: 
strate any relation whatsoever. It Seem: 
to be an accidental combination. This old 
man exactly similar changes, a 
though they are much less marked in d 
gree, and were it not for the entire absen: 
of any evidence showing the relation b 
tween the two processes in the case of this 
young woman, I should again think th 
perhaps here we would have an opportunii 
to demonstrate some relation between t! 
nerve changes and the arthritic changes. 


shows 


As to what causes the development « 
these tumors, it would doubtless occur 
you that there might be some element « 
heredity, and, as a matter of fact, there a 
on record a few cases in which there ha 
been a number of examples of this cond '- 
tion in the same form. Virchow repo: 
one family in which changes occurred 
three successive generations, but with or 
or two exceptions none of the cases h 
shown heredity. These men do not give a! 
history of any heredity. This condition 
said to be the result of some disturbance 
the evolution of the embryo. All the ¢ 
sues which are disturbed in this conditi 
are derived from the epiblast, and it h 
been suggested that in the evolution of ti 
embryo there is some disturbance of e] 
blastic tissue. This congenital condition 
suggested by the great bulk of cases whi 
show these tumors from birth, but in t 
three cases I have mentioned none show 
any tumors or any other disturbance 
birth. 
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« that any emaciation which may be 


HE LARVATED FORMS OF 


EXOPHTHALMIC 


\nother suggestion which has been made 


to the etiology of this condition is that 
ring the evolution of the fetus it develops 
iltiple neuritis, and these tumors are the 
sult, in a number of dis- 
rbances in the skin from such a neuritis. 
at theory is purely speculative. 

Dr. Preble (closing the discussion): In reply 
Dr. Freund’s question, I do not think these 
iors have any particular bearing upon nutri- 
1. There is no reason whatever for suspect- 
observed 
tumors 


instances, of 


to the of these 
Dr. Neill has just asked me 
anything about treatment. 
thing to be said about it. Of course, if these 
become mechanically troublesome, 
example, this large tumor which gets in the 
y of the man’s hat, it is easy to remove it. 


due presence 
did not 
is really 


why I 
There 


nors as, 





EXOPH- 
THALMIC GOITRE.* 


BY L. HARRISON METTLER, A. M., M. D. 


fessor of Mental and Nervous Diseases in the 
‘hicago Clinical School; Associat> Professor of 
Neurology in the School of Medicine of the 
University of Illinois; attending Neu- 
rologist to the Cook County Hos- 
pital; consulting Neurologist to 
the Norwegian Lutheran 
Deaconess’ Home and 
Hospital, etc. 


in regard to the 


fact that, 
exophthalmic goitre, the clin- 
ins of to-day are divided into two camps, 
ost as sharply as they were in the days of 


It is a notable f 
of 


\onosis 


nt and Trousseau. Like the former, there 
those who find this to be a “rare affec- 
1,” because they adopt a close and rigid 
inition of it; whereas, like the latter there 
some who regard it as being quite common 
ause in their opinion “the disease may be 
eseen and does really exist in a great num- 
of instances without there being exoph- 
lmos, bronchitis or extreme frequency of 
pulse.” 
\t once this brings up the question, what 
‘xophthalmic goitre? At what point in its 
nical portraiture does it cease to be amena- 
to a positive diagnosis and become a mere 
picional disease? What constitutes a typi- 
ease and what an atypical case? The 
swer to these queries is fraught with mo- 
ntous consequences; for by it our statis- 
s in regard to the relative frequency of 
disease, its progress and its proper treat- 
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ment, many have to undergo in some 
ters considerable modification. 

I have been asked to discuss tonight the 
atypical or larvated difficult 
task since the whole subject of these so-called 
formes frustes is in a somewhat chaotic con- 
dition. The very definition of an atypical 
form of the disease must necessarily rest upon 
the definition of the typical form; and the 
farther we verge away from the latter, the 
more uncertain our ground becomes. Even 
the most remote instance of an atypical or 
rudimentary form of the disease must still be 
recognizable as a case of exophthalmic goitre ; 
but upon what among its atypical manifesta- 
tions is it still to be recognized as Graves’ 
disease and not as something else? Answer 
that question and the whole topic of ill-de- 
fined cases becomes immediately simplified. 

I have made a rough tabulation of all of 
the clinical phenomena that have been from 
time to time associated with variable fre- 
quency with the diagnosis of exophthalmic 
goitre. They number upwards of seventy- 
five. In order to get at something definite, I 
have divided these numerous symptoms into 
three groups. (a) Typical, (b) Doubtful 
and (c) Complicating or merely associating. 

a. Typical. At the present time it 
is pretty generally agreed that the triad, 
tachycardia, struma and exophthalmos, not 
only together constitute a typical picture of 
Graves’ disease, but that each of these symp- 
toms, when sufficiently obvious, is so charac- 
teristic that it alone may serve for a diagno- 
The same may be affirmed of a fourth 
symptom, tremor, though with a less degree 
of positiveness. Not one of these symptoms, 
when sufficiently developed to be available for 
diagnostic purposes, appears exactly in the 
same way and under the same conditions in 
any other disease. For instance, the tachy- 
cardia is less paroxysmal in its exacerbations 
than it is in any other neurosis. It is the 
earliest, the most constant and subjectively 
the most obtrusive symptom. It usually 
appears abruptly in a  neuropath after 
physical strain mental 
The beat is irregular and with an 


quar- 


cases—a most 


SIs. 


some 
shock. 


*Re ad at the Chicago emsologic al and Chicago Medical 
Societies, March 29,1 


severe or 
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exalted degree of force. The impulse is 
sharp and noticeable over a wider area than 
normally. Rarely does it ever subside to 
the normal. The heart flutters and pounds 
and seems often like a caged animal strugg- 
ling to set itself free. Sometimes the pulse 
is regular and small, while the arteries beat 
vigorously. With all this energy the circula- 
tion is not actually increased or hastened. 
The condition is merely a sort of delirium 
cordis, representing not strength but rather 
lack of inhibition. There is often dilatation 
without hypertrophy and as a result a sound 
suggestive of mitral regurgitation may be 
heard at the apex. The statement made by 
Murray that “no case without acceleration 
of the pulse can be considered as exophthal- 
mic goitre,” may be paralleled with the asser- 
tion that every case of tachycardia which 
cannot be distinctly accounted for upon 
other organic or functional cause may be 
regarded not unreasonably as a case of Base- 
dow’s disease. 

The goitre, its size, shape, mode of devel- 
opment and physical presentations is in suffi- 
ciently marked cases unique enough to render 
it a typical sign. 


The eye symptoms, when present, are so 
distinctive that they are all but pathogno- 
monic. 


The tremor is less characteristic than the 
three preceding symptoms and yet its distri- 
bution, the fineness and rapidity of its oscil- 
lations, its persistency are, when sufficiently 
developed, typical enough to make this a 
cardinal sign. The existence of any two of 
these four cardinal symptoms always clinches 
the diagnosis. Any one of them may estab- 
lish the diagnosis, if it be sufficiently well 
marked and especially if it be accompanied 
by certain other minor or doubtful symptoms 
and complications. All four together make 
the case a typical one. 

b. Doubtful Symptoms. By these I mean 
the symptoms that may or may not belong to 
the Graves’ syndrome They are not charac- 
teristic of the disease and it is an open ques- 
tion always whether they are primary or sec- 
ondary. They are observed in other affections 
and hence are of little value in the making 


. 
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of a differential diagnosis. They are ver 
numerousand involvenearly all of the organ 
with no sort of constancy, in Graves’ diseas: 
One case may exhibit one group of them; a1 
other case may manifest an entirely differe: 
group. They are all more or less suggesti\ 
of a highly neurasthenic condition and of 
greater or less degree of toxaemia. For th 
reason they have nothing about them sui! 
ciently unique to render them at all path 
gnomic of Basedow’s disease. By way of i 
lustration, permit me to mention a few . 
them: Anxiety, fear, melancholy, restles 
ness, insomnia, impairment of memory, para 
sthesie such as subjective sensations 
warmth, boulimia, polydipsia, pruritu 
cephalalgia, cramps in the legs and arms, ir! 
table cough, tache cerebrale, dermographi:, 
hyperidrosis and diminished electrical resis 
ance of the skin, diarrhoea, vomiting, pol 
uria, pigmentation of the skin, muscul: 
weakness, slight variable temperature, tra: 
sient oedema, transient glycosuria, transien', 
intermittent albuminuria, amenorrhoea, ge! 
eral emaciation, ete. 


The difficulty in determining wheth 
these are primary or secondary manifest 
tions of the disease is caused by the unc: 
tainty of our knowledge as to whether « 
ophthalmic goitre is ab origine an afecti 
of the nervous system or of the thyroid gla: 
There is no doubt but what some of them : 
due to hyperthyroidism but whether oth: 
of them, as well as the overactivity of t 
thyroid gland, may not be due to a still m«: 
fundamental nervous trouble, we cannot \ 
affirm or deny. One thing we can asse 
however, and that is that a diagnosis of « 
ophthalmic goitre cannot be made upon a 
one or more of these doubtful symptoms. 


c. Complications. Many complicati 
and mere associations are, I am satisfied, | 
often given the dignity of being regarded 
symptoms of Grave’s disease. Such for : 
ample are the manifestations of hysteria, « 
lepsy, migraine, chorea, paralysis agita! 
tetany, Raynaud’s gangrene, tabes, gene! 
paresis, peripheral neuritis, muscular atrop! 
diabetes, myxoedema, leucoderma, rheun 
toid arthritis, Addison’s disease, cardiac ] 
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s, ete. For the purpose of the present pa- 
, nothing further need be said of the com- 
cations of exophthalmic goitre except that 
y are very numerous, are too often erro- 
usly regarded as direct symptoms and in 
vast majority of instances are easily dif- 
entiated by the other signs that belong to 
mselves and are in no way characteristic 
Grave's disease. 
My own personal observation, as well as a 
jid survey of the literature of exophthal- 
: goitre, confirms the general impression 
it typical cases are exceedingly rare. Their 
atment is unsatisfactory in the major cases 
| uncertain in the minor ones. In the 
mer the prognosis is usually bad though 
fatality may be more or less delayed. In 
latter, the prognosis is not good though 
s not necessarily fatal as to life. As the 
ter occasionally recover without any treat- 
nt, it is always an open question as to the 
ue of any line of treatment that may have 
n instituted in connection with them. 
is is why it is within the truth to say that 
treatment of the typical cases, major and 
nor alike, is unsatisfactory. It also ex- 
s the saying of Sachs that barren indeed 
the year in which there are not forthcom- 
: a new pathogenesis and a new therapy 
exophthalmie goitre. 
Before a case becomes typical, in the nar- 
sense of the word, as having all of its 
dinal symptoms present, it may last for 
ks, months or years, bursting out in se- 
e exacerbations and then remitting, but 
idily advancing forward to the full com- 
tion of the typical picture. These are 
lly typical but delayed cases. Their diag- 
sis is less certain than it is in the former 
es, but it is nevertheless comparatively 
v. Their prognosis can be foretold but 
as a highly probable prognosis. These 
ses will follow the usual course in most in- 
nces. 
There is a very large class of cases, how- 
r, which exhibit one or possibly two car- 
al symptoms slightly developed, together 
1 any number of doubtful symptoms. 
ese borderland cases partially include and 
rlap both the typical and doubtful symp- 
1atology of the disease. They aremore nu- 
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merous than they are generally supposed to be. 
Their diagnosis is difficult and their progno- 
sis is as a rule favorable, highly favorable, 
especially under proper management. The 
twenty-five or more per cent of cases of 
Grave’s disease that get well are to be found 
chiefly among these larvated examples of the 
disease. Their prompt recognition is the 
heaviest responsibility that the practitioner 
must bear in connection with this entire mal- 
ady. Unfortunately there is no sign-manual 
by which these rudimentary, ill-defined cases 
can be at once detected ; but because they ex- 
ist, because they are numerous, because their 
symptomatology is and because 
they usually get well under prompt and prop- 
er treatment, no class of cases should be mere 
carefully studied by the physician than these. 


confusing 


These formes frustes so much referred to 
by Trousseau, Charcot, Marie and others, es- 
pecially of the French school, are not of 
course sui generis in any way and yet there is 
a certain degree of similarity among them 
that segregates them, as it were. into a class 
by themselves. For them to be at all capable 
of being diagnosed as exophthalmic goitre, 
they must have at least one of the cardinal! 
symptoms. As a matter of fact, the tachy- 
ardia is the cardinal symptom that they 
practically all show. With the irregular yet 
typical heart action, there are associated usu- 
ally a throbbing pulse and a peculiar general 
nervousness. The whole clinical presentation 
of these cases may resemble a mere neuras- 
thenia with the headache, vertigo, anxiety, 
weariness, insomnia, aboulia, hyperidrosis, 
trembling, etc., that are so familiar in this 
disease. In true neurasthenia, however, the 
heart disturbance is more paroxysmal and the 
pulse does not remain persistently rapid. 
Again, a tachycardia with a slight cough, hy- 
peridrosis, slight variable temperature, di- 
minished chest expansion and some emacia 
tion may lead to the thought of pulmonary 
tuberculosis. The absence of the pulmonic 
signs and the presence of the typical ex- 
ophthalmic tachycardia will aid materially 
in the establishment of a differential diag- 
nosis. 

In these larvated types of the disease then, 
the tachycardia may be the only symptom 
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present when the patient first comes under 
observation. It has usually appeared rather 
suddenly, after a severe strain or shock in a 
neuropathic individual, especially a woman 
with hysteroid tendencies and a neuropathic 
ancestry. If any of the minor symptoms, 
such as mild psychosis, local hyperidrosis, 
vertigo, vasomotor disturbances, trembling 
and muscular weakness, reveal themselves 
with the characteristic tachycardia, the diag- 
nosis is strengthened. Sometimes these cases 
get well without the appearance of any second 
cardinal symptom ; sometimes, however, the, 
develop a slight enlargement of the thyroid 
or a slight prominence of the eyeballs and 
then get well after a time. 
tional 


It is very excep- 
forms of the dis- 
ease to ever be entirely devoid of cardiac dis- 
turbances. This might well be expected, for 
in the frank, typical forms, the tachycardia is 
the most frequent symptom, being present 
more or less practically in all cases. <A 
larvated case may very rarely show only a 
slight enlargement of the thyroid as its one 
cardinal symptom. 1 
stances of this. 


for these larvated 


have seen a few in- 
Many of the minor symp- 
toms, chiefly of a neurasthenic character, 
were present. Still more rarely may a 
slight exophthalmos be the only cardinal 
symptom If not one of the car- 
dinal symptoms are present, the case cannot 
be diagnosed as Graves’ disease, no matter 


present. 


what the character and number of the minor 
symptoms may be. 

In conclusion, let me emphasize the fact 
that’ there are aborted, mild types of ex- 
ophthalmic goitre; that they are not by any 
means uncommon; and that they are the 
most important cases for the physician’s 
consideration from the standpoint of diag- 
nosis, prognosis and treatment. 
nosis does not 


Their diag- 
much their mere 
differentiation from other diseases as it does 


involve so 


the direct establishment of the existence of 
Graves’ disease. This positive affirmation 
of the presence of Graves’ disease cannot be 
made unless one or more of the cardinal 
symptoms—tachycardia, struma, exophthal- 
mos and tremor— are present. Wanting all 
of these, the diagnosis is worthless, no mat- 


ter what other symptoms and complications 
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may be present. Of the cardinal 
toms, the tachycardia, and of the minor 
doubtful symptoms, those of a general neu 
asthenic complexion constitute the more | 
miliar grouping in these important, la»- 
vated types of exophthalmic goitre. On 
the diagnosis is established in this type, t 
prime factors in the treatment of the ca 
are absolute physical and mental rest a1 
heightened nutrition. 
100 State street. 
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PLEURISY. 


BY ARTHUR R. EDWARDS, A. M. M.D., CHILCA( 


Pleurisy, the most common of all po 
mortem findings (in over 50 per cent) is 
inflammation of the pleura, rarely prima 
but usually secondary to tuberculosis or oth 
lung disease, general infections, septicen 
diseases and various diseases in contigu: 
tissues or organs. Pleurisy constitutes ab: 
3 per cent of internal maladies. It is s\ 
ceptible of division into infinite varieties, 
acute, subacute or chronic, according to 
course; dry or effusive, according to its ! 
ture ; primary or secondary, as to its caus 
diffuse or circumscribed, as to its distri! 
tion; sero-fibrinous, hemorrhagic, or supp 
ative, ete. Any such classification is more 
less artificial, whence it seems preferable 
first describe all its symptoms and gro 
special types later. 

ETIOLOGY. 

1. Tuberculosis. So called prima 
spontaneous or cryptogenetic pleurisies 
often tuberculous. (Barrs, Netter, Lemoi 
Vaillard, Coston and Dubyille). Lando. 
considers that 98% of all pleurisies are 
bereulous, and that 60% of all phthisis ca- 
pass through the so-called pleuritis a frigo 
Netter holds that 70 to 80%, and Asch 
that nearly all “primary” cases are tuber: 
Thirty-two per cent of Osler’s cas 
were tuberculous; 32.6% of Bowditch’s a1 
10% of Hedges’ cases. Trauma favors | 
velopment of tuberculous pleurisy. T 
causal lesion may be recognized at autop- 
in calcified bronchial glands, or small lu 


lous. 
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Tuberculous pleuriss 
\-tuberculous pleurisy, 
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is often bilateral. 
by causing adhe- 


=, may favor the development of pulmon- 


tuberculosis. Its spec 
scussed later. 


Diseases of the Lunq Substance, as 


‘ial relations will 


monia, abscess, gangrene, infarcts, tu- 


losis, tumors, pneumothorax, echinoc- 


s, tertiary syphilis, actinomycosis, ete. 
rding to Koplik, 95% of pleurisies in 
lren follow pneumonia. It is less fre- 


t in diseases involving 

rippe or measles. 
Acute Infections, as 

puerpal fever, endo 


la, searlatina, measles, 


velops in about 2% of 
lop in secondary syph 
ns (Chantemesse and 
) toxemia. 


Diseases of Adjace 


the bronchi. CS. Be, 


rheumatism, sep- 
and pericarditis, 
diphtheria, ete. ; 
typhoids ; it may 
ilis without lung 
Widal), probably 


nt Organs. (a) 


ithoracic affections, involving the ribs, 


esophagus, medi: 


istinum, lymph 


ds, diaphragm, pericardium, ete.  (b) 


minal affections, as 


of the stomach, 


n, liver, abscess, tumor, cirrhosis (in 


), ete.; subphrenic abscess, suppurative 


iberculosis peritonitis 


(in 25%); par- 


iritic abscess; abdominal malignancy, 
pleural infection may occur by direct 
invasion or by the lymph and blood 
ms: in neglected appendicitis, hepatic 
diaphragmatic invasion occurs and later 


ral infection. 


Tumors. Echinococcus; endothelio- 


(Wagner and Fraenkel 


). According to 


sen, this is an infectious process, a lym- 


igitis proliferans (Schwenniger), or, ac- 
ng to Schottelius, it is a lymphangitis 


nomatosa. The pleura 
allosities or adhesions. 
, eechondroma, rarely 


swells and devel- 
Carcinoma, sar- 
lipoma. Pleural 


lasms are far more frequently secondary 


primary. 
A ltered Blood States 


(dyserasiae) : as 


nephritis, scurvy, tertiary syphilis, fre- 


tly producing bilateral 


pleurisy and re- 


ng possibly from chemical products or 


reduced physiological 
rious infections. 
Terminal Infections. 


resistance, favor- 


Various forms 


of sepsis often carry off subjects of chronic 
heart, liver and kidney diseases; bilateral 
pleurisy is frequent. 


8. Age. Sex. Localization. (a) Age. 


Most cases occur betwen 20 and 50, but no 


age is exempt, from intrauterine life to ex- 
treme old age. (b) Sex. Ejichhorst ob- 
served pleurisy in 3% of all his male, and in 
2% of all his female cases, and found the 
following (c) localization: Right-sided in 
94% left-sided in 42%, and bilateral in 


1%. 


Cases following nervous disease, cold or ex- 
posure, venous thrombosis. trauma, etc., can 
usually be brought within the above given 


classification. 


BACTERLOLOGY, 

The etiological classification above viven 
does not correspond to the bacteriological, 
e. g., suppurative pleurisy may result from 
the streptococcus, pneumococcus, tubercle 
bacillus, or less often from the staphylocoe- 
cus, typhoid or colon bacilli, ete., and serious 
pleurisy may be due to the tubercle bacillus 
or to the pyogenic organisms. The frequently 
negative cultural results have brought out 
the hypotheses that chemical products, as re- 
tained urinary substances in uremia, or tu- 
berculin, may of themselves produee pleurisy 
and then die. It must be remembered that 
cultures are usually made not from the pleu- 
ra directly, but from the fluid effused from 
it. 

The organisms found are most frequently 
the pneumococecus, tubercle bacillus and 
streptococcus ; less often the staphylococcus, 
pneumo-bacillus of Friedlander, typhoid, 
colon, influenza and diphtheria bacillus, gon- 
ococcus, ray fungus, glanders bacillus, mi- 
crococcus tetragenes, microcococcus pyogenes 


tenuis, ete. 


1. Purulent Pleurisy (empyema) is oft- 
enest due to streptococcus in adults, and to 
the pneumococeus in children. About 10% 
of empyemas are tuberculous ; empyemas giv- 
ing no results culturally or by inoculation 
are usually tuberculous, and may be regarded 
as a cold abscess of the pleura (Kelsch and 
Vaillard). The staphylococcus, micrococcus 
tetragenes and pyogenes tenuis, pneumobacil- 
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lus, typhoid and colon bacilli are infrequent 
factors. 

2. Serous Pleurisy is usually tubercu- 
jous, as shown by the constantly increasing 
percentage of cases in which inoculations are 
successful. It was formerly stated that tu- 
bercle bacilli are not frequently found, and 
that when found, their presence suggests a 
direct communication with the tubercular 
focus. Negative results are due either to an 
insufficient amount of fluid (less than 10 to 
20 c. c.) being inoculated, or to the effusion 
being due to toxins rather than the micro- 
organisms themselves. 

Eichhorst found tubercle bacilli by direct 
examination in but 15% of serous pleurisies, 
while his inoculations were positive in 50%. 
Jousset recommends that the fluid be allowed 
to coagulate, and the clots be digested with 
pepsin, centrifuged and then stained. The 
staphylococcus is a fairly frequent cause of 
serous effusions. 

3. Most cases of so-called primary pleu- 
risy which are non-tuberculous are due to 
Fraenkel’s pneumococcus. 

4. Meta, and para-pneumonic pleurisy is 
most frequently due to the pneumococcus, 
but also to the streptococcus and staphylo- 
eoccus, even when no pus is formed, although 
mixed infections have a tendency to suppura- 
tion. 


Physical Findings are absolutely essential 
for diagnosis, while all symptoms are ambig- 
uous and may be wholly absent. In the main, 
all types have much the same signs; serous 
pleurisy nearly always showing friction, and 
fibrinous pleurisy being almost always ac- 
companied by some exudation. 


1. Inspection. (a) Inspiratory retrac- 
tion of the intercostal spaces may result from 
imperfect ingress of air, pain, or adhesions. 
Epigastric retraction during inspiration is 
due to contraction of the diaphragm.  (b) 
Decubitus. The patient often lies at first, 
during the dry stage, on the sound side, to 
avoid pain from pressure of the inflamed 
surfaces; and later, during the exudative 
stage, he lies on the diseased side, in order to 
allow for mechanical reasons a freer expan- 
sion of the sound lung, especially in large 
exudates. Traube believed that continued 
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lving on the diseased side aggravated pai 
by congesting the pleural and sub-pleur 
veins. The patient may sit up for breat 
or assume the diagonal decubitus. (Andra! 
(c) L£ctasia (distention) is said to occ 
especially in children, and is determined 
snensvration and inspection. The interspac: 
are obliterated, the costal arch is immo) 
during respiration, the skin glistening, t 
spine curved toward the diseased side, t 
shoulder higher, and the nipple and scapu 
are further from the median line. The rig 
chest is normally one to two centimete 
larger than the left; again, the sound si 
usually measures three centimeters more th 
its normal dimensions, on account of cor 
pensatory emphysema (Gerhardt), and Vi 
lias found that in children the sound side 
usually more voluminous than the diseas 
side. (d) Respiratory movement on t 
affected side is decreased or absent in bh 
dry and exudative pleurisy. Respiration 
reflexly decreased on the diseased side, a) 
is at times somewhat later than on the sou 
side. The frequency of respiration is 
creased from lung compression, pain, he 
luxation, the low diaphragm, fever or eden 
and paresis of the intercostal muscles. P: 
alone may reflexly decrease the respirat: 
expansion and variation on the same s 
may occur, there being more movement abo 
and less below. (e) The X-rays often, | 
not always, show a dark shadow. (f) 
spection also reveals cyanosis, edema Jf 
chest wall in suppurative pleurisy, and o 
sionally in other forms, dislocation of 
apex beat, substernal pulsation, venous p 
sation. (g) Absence of Litten’s pheno 
non; and (h) rarely, pulsation of the e 
sion. 


2. Palpation amplifies the findings of 
spection. (a) An up and down sensat 
less often a horizontal, friction rub is { 
increased by pressure, which also incre: 
the pain and tenderness and is the m 
readily distinguished the coarser the rub : 
the more capable the chest wall of vibrati: 
It is usually absent in obese individuals. ‘I 
friction appears before the effusion, is of 
present during effusion, and after it is 
sorbed. The rub is due to roughening of | 
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pleura, which loses its glistening appearance, 

id looks like glass upon which one has 
breathed (Klebs), and the two raw pleural 
= irfaces scrape on each other. It may be very 

insient, lasting a few hours or days, even 
( sappearing when the patient takes a deeper 
breath, or it may last months or even years. 
(») Pressure on a tender interspace during 
d-ep inspiration may cause a sudden con- 

iction of the upper part of the rectus mus- 

, on the side of lesion (Schmidt). (c) 
| ocal fremitus, normally greater on the right 
than on the left side, varies according to the 
level at-which it is tested. (a) Above the 
e‘‘usion it is normal. (2) Near the spine 
it is increased over the compressed and re- 
laxed lung. (3) Below, it is weak or absent, 
from exudation of thick fibrin or fluid, 
though less change is observed in dry pleu- 
risy. 

Irregular findings are due to the presence 
of adhesions, bringing the lung closer to the 
chest wall in some places than in others. The 
condition of the lung and the bronchial se- 
cretion are important, whence before the test 
is made, the patient should be made to cough 
and take a number of déep breaths. The re- 
sults are irregular in loculated effusions. (d) 
By tapping with the finger tips, we palpate 
the inereased resistance. (e) Edema of the 
chest wall on the diseased side may be inflam- 
matory, occurring in serous as well ag puru- 
lent pleurisy, or mechanical from pressure 
on the azygos or hemiazygos veins, when it 
is usually more intense than the inflamma- 
tory form. (f) Fluctuation is rarely pal- 

le, and then only in great effusions ; pres- 

g the fingers upward toward the dia- 
piragm with the other fingers in the inter- 

ces in exceptional cases elicits fluctuation. 

Palpation also determines the dislo- 
d apex beat, the dislocated liver, spleen, 
bu ging diaphragm, and sometimes a furrow, 
no'ed by Stokes, between the diaphragm and 
liver, 
Percussion is negative in the dry pleu- 
. save in those forms in which there is 
ery thick fibrinous exudate, which may 
cause dullness and weak breathing. 

n effusion (a) dullness is found between 

the fifth and eighth ribs, in the left axilla, 


along the sternum and over the liver on the 
right side, and posteriorly. Dullness may also 
result from old adhesions, atelectasis of the 
lung, great fibrin formation in the pleura, 
obesity, ete. As in pneumothorax, distention 
of the lungs and calcification of the ribs may 
somewhat obscure the dullness of an effusion. 

In doubtful casés we percuss the apparent- 
ly sound side first. According to Ferber’s 
experiments on the cadaver, 400 c. c. of fluid 
are necessary in the adult for recognition, 
and 120 ec. ec. in children, yet post-mortem 
experiments do not meet the conditions ob- 
taining during life. The effusion must be 
2 c. ec. thick to produce dullness. Sometimes, 
however, 200 c. ce. producing dullness, one 
finger in width, and in children 120 ¢. ¢., 
producing dullness one finger wide, may be 
recognized. In some doubtful cases small 
amounts may be detected, as proven by punct- 
ure especially in thin thoracic walls, as in 
children and women. Light percussion is 
necessary in small effusions, lest other normal 
parts be brought into vibration. Before 
percussion the patient should breathe several 
times deeply, to eliminate partial collapse 
of the lung, and impaired ingress of air 
from bronchial secretion. 


Percussion is absolutely essential to diag- 


nosis. Not merely the audible dullness 
should be regarded, but also the palpable 
sense of resistance, which may be noted on 
light percussion and with the ears closed. 
The dullness is marked, amounting to dis- 
tinct flatness. 

In larger effusions, the flatness, at first 
posteriorly located, is noticed to increase 
along the spine, and also laterally. In mas- 
sive exudates flatness may reach from the 
lower limit of the pleura to above the clavi- 
cles. 

The dulness is usually highest posteriorly, 
but adhesions may cause an opposite condi- 
tion. The line of dulness is not even, but 
describes a parabolic curve, due, according 
to Gerhardt, to the uneven thickness of the 
chest wall, or, according to Eichhorst, to ir- 
regular adhesions. If the fluid has effused 
while the patient was in bed, the highest 
level of dulness is in the axillary line; if it 
developed while he was up and around, the 
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upper level is horizontal. Dulness is found 
one to two centimeters higher than the upper 
level of the fluid, due to plastic exudate. 

(b) Right-sided effusions merge with the 
liver dulness, but the lower limit of left-sided 
effusions can usually be determined, because 
they invade Traube’s semilunar space. This 
“half moon” space lies between the fifth and 
sixth costal cartilages above, and tenth rib 
below, representing the supplementary pleu- 
ral space, and designated as the half-moon 
space because of the curve at its upper por- 
tion, produced by the apex of the heart; its 
tympanitic note is decreased or replaced by 
flatness in left-sided effusions without adhe- 
sions. Dulness here may not be confused 
with the spleen, since there is no pulmonary 
excursion in pleurisy, and the dulness lies 
more toward the heart than toward the sple- 
nic region. Scybala, food in the stomach or 
bowels, etc., may also impinge on Traube’s 
space. 

(c) Respiratory excursion is absent in 
effusions of any size. 

(d) The change of the upper line of dul- 
ness with change of position has been empha- 
sized by Gerhardt, Rosenbach, Da Costa, and 
most writers. It is usually stated that change 
of position causes variation in the level of 
the effusion, and that the level changes in 
559%, changes very little in 30%, and none 
in 15% of cases. According to personal ex- 
perience, it is difficult to detect on account of 
the adhesions usual at the level of the fluid. 
The line of dulness does not change rapidly 
on mere change of posture; the patient must 
lie some hours in another posture before any 
alteration of the upper level appears. 

(e) A vertical strip of the tympany along 
the spine in large exudates, often measuring 
three centimeters wide, may be detected; it 
is due to compression of the lung. Tympany 
in the lower part of the left chest may result 
from gaseous distention of the stomach and 
intestines. 


(f) Tympany is observed over an upper 
lobe from compression or relaxation of the 


lung. First observed by Avenbrugger and 
Skoda, it is usually called the Skodaic note. 
Rosenbach explains it by tension of the in- 
tercostal muscles during inspiration. 


EDWARDS. 


(g) “Cracked-pot” resonance occasional- 
ly appears on short forcible percussion ove: 
the upper lobe, and results from sudden ex 
pulsion of air through the rima glottidis. 

(h) William’s tracheal note is observe: 
on the left more than on the right side, an: 
chiefly when the entire side is dull. It is bes 
obtained in the first and second interspaces 
and is due to transmission of percussion vi 
bration from the fluid to the trachea, givin 
a tympanitic note. A change of pitch wit 
opening and closing of the mouth, like th: 
observed by Wintrich, in lung cavities, 
occasionally present. 

(i) Dislocation of other organs. The 
is no direct parallelism between the amou 
of exudate and the amount of luxation. Lu 
ation, of course, is absent if the organs a 
adherent. The heart is usually dislocat 
in toto, and but ‘seldom suffers torsion 
change of the direction of its axis. T 
right ventricle may be seen to pulsate to 1 
right of the sternum, even in the right ni 
ple line in left-sided effusions. In rig! 
sided effusions the apex is pushed to the | 
and downward, since the diaphragm is low: 
The liver is less easily dislocated than t 
heart, but in right-sided effusions is pusly 
down, and the left lobe tipped somewhat u 
ward, though both lobes may be dislocat 
downward in very extensive pleurisy, as 
ed by Jraube and Fraentzel. In the | 
sided effusions the spleen is dislocated dow 
ward and forward; undergoes some tors 
and may stand perpendicular to the cos 
arch. 

4. Auscultation is most important in + 
or effusive pleurisy. 

(a) The friction rub (v. Palpation) n 
be hard or soft, is superficial (i. e., clos 
the ear), resembling the sound made 
scratching the finger on the ear, or resen 
ling the crunching of snow under the sly 
it often appears in the first twelve hours. 
is most frequent during inspiration, | 
very often is detected in both inspirati 
and expiration, seldom during expirati 
alone. Inflammation of one leaf of | 
pleura is sufficient for its production. 
may disappear after several long breat! 
which smooth the pleural roughening. T 
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rupted rub is due to pleural irregulari- 

It may be increased by pressure, and 
bject to no law as to its duration. Win- 
heard a pleural rub over four years, 
Gerhardt one lasting six years. It is 
1 most frequently over the antero-lat- 
portion of the chest, and is detected 
r with the stethoscope than with the 
d ear, but may sometimes be heard at 
stance of several feet. If it is apical, 
reulosis is specially suspected. It may 
lso present in miliary tuberculosis (v. 
rensen), and in tumors of the lung or 
ra, without actual pleurisy. It com- 
vy becomes clear when exudation 
ops, and its reappearance may indicate 
nning of absorption, or extension of the 
ss at the level of the fluid. 


less 


) The breath sounds are modified not 
by the effusion, but by the condition of 
lung, strength of the breathing, and 
itions of conduction existing in the 
a and thoracic walls. In general, es- 
lly in men and children, the respiratory 


ls are weakenend, even in fibrinous 


isy, from repressed breathing and per- 
from pain alone; cog-wheel breathing 
mmon. 


moderate effusions three zones are ob- 
1: (1) Absent breathing in the 
parts from compression of the lung by 
xudate, which also lessens the conduc- 
of the vesicular breath sounds. (2) 
hial breathing in the middle zone, 
moderate collapse of the alveoli of the 
with fair conduction through the 
hi. (3) An upper zone of sharp or 
erated vesicular breathing. In larger 
ms the lower zone extends higher and 
hial breathing may be heard near the 
e, or between the scapula and spine. 
e largest effusions, the breathing is in- 
ct everywhere, with areas of metallic 
lial breathing, when the lung i 

collapsed. Amphoric breathing ex- 
nally results. 

The sounds are absent over 
uid, or over very thick plastic exudate. 
and there may persist where islets of 
ung are adherent to the chest wall. 

Bronchial breathing and increased 


voice 


fremitus may be present, as in pneumonia, 
especially in children with empyema, under 
the following conditions: The chest wall 
is not the seat the bronchi are 
patent, there is no great fibrin deposit on 
the pleura, and the lungs are retracted, but 
not compressed. The bronchial breathing 
may be as intense as in pneumonia or tu- 
mor. 


of edema, 


(e)  Bronchophony depends upon the 
same conditions as bronchial breathing, viz: 
Patent bronchi, moderate retraction of the 
lung, and conditions favoring good sound 
conduction.. 

(f) Aegophony, an exaggerated bron- 
chophony, was described by Laennec, and 
is found chiefly in middle-sized effusions, 
usually at the level of the fluid. It occurs 
less often in caverns and infiltrations. In 
larg effusions it is rare, the compression be- 
ing too great. Its cause is the voice sounds 
passing through the compressed smaller 
bronchi to the chest wall, and may be pres- 
ent when the exudate is increasing or de- 
creasing at a given point. 

(g) Baccelli’s symptom is the “whisper- 
ing voice,” and is heard on the diseased 
side. Baccelli thought that it was observed 
more in serotis effusions, but it also occurs 
in other pleurisies, in chronic induration of 
the lungs, pneumonia, hydrothorax and cav- 
ities. 

(h) Heart. A wide propagation of the 
heart tones speaks more for consolidation 
than for effusion, but if we exclude consoli- 
dation, hearing the heart tones more widely 
than normal dislocation of the 
heart by an effusion. Murmurs from bend- 
ing of the large vessels by dislocation of 
the heart may be heard as well as accidental 
murmurs, resulting from a weakened heart, 
toxemia, or high temperature. 


suggests 


5. Diagnostic Puncture settles the fol- 
lowing questions: (a) Whether pleurisy 
exists; or (b) pneumonia; or (c) hyposta- 
sis, tumor, atelectasis, etc.; (d) it deter- 
mines the character of the fluid; (e) the 
prognosis; (f) puncture with aspiration is 
an important therapeutic measure. Jn all 
doubtful cases puncture is indicated. 


Negative results from puncture may re- 
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sult from a thick fibrin deposit, and thick 
exudate, failure to reach an encapsulated 
effusion as an interlobar pleurisy, and the 
membrane may be pushed in before — the 
needle, so that the fluid is not reached. In 
negative or dry taps, after withdrawal of 
the needle, it should be examined to see 
that no plug of fibrin or cells has collected 
in the needle. If a plug is obtained, it 
should be emptied upon a glass slide and 
examined under the 
should be taken that no carbolic acid or al- 
cohol remain in the syringe or the needle 
which may cause coagulation, thus explain- 
ing some dry punctures. A puncture should 
be made with a large needle. When the 
needle is introduced, we may feel resistance 
from a calloused pleurisy or an indurated 
lung. Often after introduction of the needle 
the point may be felt to be freely movable 
as in a cavity. Sometimes the results of 
puncture differ according to the level of 
the puncture. Rarely serum may be ob- 
tained from a high puncture, and a cellular 
deposit from a lower puncture, the cells set- 
tling to the bottom. Again, puncture in 
different localities may show serum in one; 
hemorrhage, pus, ete., in another, sac. Bac- 
teriological examinations made with 10-20 
c.c. of the serum, give frequent results and 
over 50% of the serous cases are proven 
tuberculous on inoculation. 

The special chemical, bacteriological, cell- 
ular and other characteristics will be dis- 
cussed under individual forms. 


microscope. Care 


SYMPTOMS. 


Symptoms may be absent (latent pleur- 


isy); if present, they are not distinctive, 
and there is no fixed relation between the 
symptoms and physical findings. 

(a) The temperature is variable. Its 
rise is usually gradual, and seldom with a 
rigor, as in pneumonia. There may be no 
temperature for weeks even in purulent exu- 
dates, especially in marantic, diabetic and 
anemic subjects, and in terminal infections. 
When present, it may be continuous, or 
more frequently subcontinuous or remittent. 
Temperature is no positive index as to the 
character of the fluid. Exacerbations of 
temperature are important prognostically, 


especially when the appetite is poor and 
change occurs in the physical findings. 
recovery is to be expected till the temp 
ture remains normal for some time. 
sudden rise and fall, like a crisis, is ex 
tionally observed just before resorption. 

(b) The pulse is increased; it is sor 
times small, and occasionally of the p: 
doxical type. 

(c) Dyspnea is seldom a part of pl 
isv, for effusions may attain enormous | 
portions without respiratory difficulty, } 
ticularly when gradual in 
Dyspnea is usually referable to coincid 
bronchitis, pneumonia, lung * congest 
(Potain), pericarditis, arterio-sclerosis, 
phritis, or to bilateral pleuritis. 

(d) Pain is usually an initial sympt 
It is in no way proportional to the phys 
findings. It may be absent, when aus 
tation shows a marked rub. Its chara 
is usually dull, tearing, stabbing, and so 
times very severe, but it may be cramp\ 
The pain is usually pleural (( 
veilhter,) but may be neuralgic or du 
neuritic or muscle changes. The pair 
observed in the side, well down over 
ribs, over the liver, epigastrium, or low 
the back, and sometimes may radiate to 
sound side (Laennee and Gerhardt), 
the arm or spine, or into the abdomen, 
pecially in children, simulating appen 
tis, ete. 


developm: 


colicky. 


(e) Coughing, an early and freq 
symptom, results from accidental broncl 
or oftener from pleural irritation. It 
appear after change of posture or tapp 
It is usually unproductive. 

(f) Other Symptoms. Anorexia, \ 
iting, headache, difficult swallowing (1 
ber), due to involvement of the fora 
esophageum, marked sweating, next in 
portance after sepsis and rheumatism. 
urine is scanty, but increases during res 
tion, when peptonuria and transient a 
minuria are often found (Courmont 
Nicola). 

The skin may be pale and cachectic w 
pus forms; red from high temperature ; 
anotic from poor oxygenation, or suddi 
pallid from hemorrhage into the pl 
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there is a sudden increase of fluid. 
iation is common in chronic pleurisy 
e tuberculous or purulent type. 


SPECIAL FORMS. 
CHARACTER OF 
790 

risy in 81%, 


in 5° 


THE INFLAMMATION. 
Eichhorst found serous 
fibrinous in 12%, puru- 
©, ichorous and hemorrhagic each 


cases 


o. 

Serous pleurisy is the prototype of 
As stated, most cases are 
The fluid is lemon-colored. 
specific gravity ranges between about 
and 1023, limits which Méhu consid- 
characteristic of inflammation. Albu- 

is present, 3 to 7%; sugar is fre- 
tly present; glycogen, urea, uric acid, 
inconstant constituents. The 
clots after puncture. All varieties of 
risv, and otherwise, contajn 
e blood cells, red blood cells, and endo- 
al cells; the cells may show some fatty 
neration. Much emphasis has 

d on the character of the leucocytes 
d in tuberculous pleuritis; Widal and 
ult especially (1900) insist that lym- 
are characteristic of primitive 

‘al tuberculosis, and afford early diag- 

e data (long before inoculation results 
ivailable) ; the fluid must be examined 
re it coagulates; in other pleurisies, the 
morphonuclears prevail. The same 
rs believe that lymphocytosis is not 
nt in the pleurisy secondary to well- 
oped phthisis. The tuberculous nature 
leurisy is established by inoculation 
positive in 50% to 66%; apical or 

* serous membrane involvement, and by 
finding of tuberculosis in cases of sud- 
death in the course of pleurisy (Lan- 
ouzy, Dujardin - Beaumetz, Dieulafoy, 
lsch, Binet, etc.). It is well to suspect, 
ast, the tuberculous nature of all so- 
illed rheumatic pleurisies (pleuritis a fri- 

«), although cold may sometimes pro- 
we pleurisy in both man and beast. The 
yuium and lungs should be carefully 
vatched in such cases for some time (see 
prognosis). 


ritie disease. 
reulous. 


ete., are 


serous 


been 


ytes 


2. Fibrinous pleurisy usually shows 
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some fluid, serous or purulent, if systematic 
punctures are made. 

3. Purulent or Suppurative Pleurisy 
(empyema) usually begins as a serous exu- 
date, which soon becomes opaque and puru- 
lent. The tuberculous form has 
cussed. The most frequent types are (a) 
the streptococcic, observed chiefly in adults, 
the fluid being thin and separating on 
standing into an upper serous layer, and a 
lower denser layer, fibrin formation being 
slight: and (b) the pneumococ ic, more 
common in children, the fluid being 
homogenous, and viscid, like the 
pus of the early writers, 
brane 


been dis- 


more 
“laudable” 
the fibrin and mem- 
the odor 
peculiar, oftener accompanied by endocar- 
ditis, pericarditis, and meningitis, 


formation being abundant. 


more 


often febrile, and more susceptible of spon- 


than the 
The fact that the pneumococcus has 
far less pyogenic properties in the lung than 
in the pleura has excited frequent comment. 
Microscopically, we find various bacteria (v. 


taneous 
form. 


recovery stre ptoc occie 


bacteriology ) 2 white 
cells, often 


tearin 


polvmorphonuclear 
fattv, and choles- 
the Charcot-Levden crystals. 
The distension may be enormous, Krause re- 
porting twenty-two pounds of pus in one 


sometimes 
and 


case. 


Empyema pulsans (Walshe) is not fre- 
quent. Ninety-five per cent of all pulsating 
effusions are purulent, while but 5% are 
serothorax; 93% are left-sided. A pulsat- 
ing tumor the size of the first may be no- 
ticed, usually, but not always, decreasing 
during inspiration, or the effusion may sim- 
ply pulsate behind the ribs. In either case 
the pulsation may be expansile. The pul- 
sating tumor is usually between the second 
and fourth ribs anteriorly, but may be seen 
lower, on the side, or even below in the back. 
Pulsation ceases after aspiration. Pulsation 
is not a sign of necrosis of the pleura, as 
some would have it, and the explanations 
advanced are unsatisfactory, as coincident 
pneumothorax (Féréol), atelectasis of the 
lung (Comby), adhesions and paresis of the 
intercostal muscles (Traube, Keppler). 
The most apparent conditions are consider- 
able cardiac energy, massive exudation and 
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paretic intercostal muscles. Empyema pul- 
sans may be confused with aneurysm, which 
is. far slower in its evolution, far oftener lo- 
cated above and to the right, and has its 
own signs, as murmur, thrill, etc.; with pul- 
sating abscess; pulsating tumor of the lung, 
and pulsating pneumonia. Aneurysm may 
coexist with pleurisy. Expansile palpation 
of the chest wall has been twice observed 
without exudation, aneurysm or any organic 
change. 

Empyema may rupture externally, Empy- 
ema necessttatis. Rupture is usually along 
the sternum or lower ribs. Gravitating ab- 
scesses may result as pulsating tumors in the 
groin or loin, which may be confused with 
aneurysm or spinal caries. Rupture into 


the lung may cause suffocation during 
sleep. Fistulae, hectic and amyloidosis, are 
frequent sequelae. 


Hippocrates was acquainted with the 
“mouth full” expectoration, and also with 
the fact, later described by Traube, that 
pus may penetrate the lung like a sponge 
without perforation or pneumothorax. Un- 
verricht thinks, however, that perforation 
into the lung without pneumothorax is best 
explained by a small opening which allows 
the escape of fluid into the lung, but not 
the escape of air into the pleura, because of 
the higher tension in the exudate. 

4. Putrid pleurisy is usually associated 
with gangrene of the lung, pneumothorax, 
esophageal carcinoma, appendicular abscess, 
and kindred lesions. The fluid is extremely 
fetid; fatty, leucin, tyrosin, cholestearin, 
and sometimes hematoidin crystals are 
found; the colon bacillus and other gaso- 
genic bacteria are frequently present. 

5. Hemorrhagic pleurisy is usually sero- 
fibrinous, tinged with blood; five to six 
thousand red cells per m.m.* are necessary 
to produce a reddish tinge. It is seldom 
suspected before puncture. (a) Most cases 
are tuberculous. Dieulafoy speaks of these 
cases as having “hemoptysis into their 
pleura.” After puncture the fluid fre- 
quently returns, but recovery is possible. 
(b) Some are cancerous. Moutard-Martin 
has found hemorrhagic pleurisy in but 12% 
of pulmonary-pleural cancer; pain, dyspnea, 


luxation, and rapid pulse are freq 
symptoms; the fluid is dark red, cont: 
little fibrin, and usually reappears rapi: 
a case of Desnos’ being punctured th 
times in six months. (c) Some cases 
cur in liver cirrhosis, of which Laennec 
lished the first case in 1826; in nephri 
hemorrhagie fevers, or exanthemata, « 
profuse hemorrhage into the pleura 

called pleural hematoma by Wintrich, 

pachypleuritis hemorrhagica by Chou; 
from its resemblance to hemorrhagic pa 
meningitis. 

6. Chyliform pleurisy occurs chiefly 
pleural neoplasms or tuberculosis; the {| 
is milky, contains fatty droplets, fatty « 
and albuminous detritus in  suspens 
cholestearin, lecithin, etc., may be foi 
(Sometimes the exudate is colloid.) 
multilocular exudation, where one po 
contains pus, another serum, still ano' 
hemorrhagic fluid, ete., Galliard speaks 
polymorphous pleurisy. 

B. LOCATION OF THE EXUDATE. 

1. Pleuritis Diaphragmatica prod 
much subjective disturbance. Radia 
pain is often experienced, which may 
semble angina pectoris (Andral). | 
and tenderness in the epigastrium and 
tween the tenth rib and the xiphoid is p 
ognomonic, according to Guéaneau de } 
sey. Schmidt’s respiratory abdominal 
flex, an inspiratory spasm of the upper 
of the rectus muscle, rather points to p 
nic involvement. 

Dysphagia from inflammation of the 
amen esophageum may result. If 
sided, vomiting and singultus may be n 
and if right-sided, icterus is not uncom: 
Cough may occur spontaneously or on p 
ure. Pressure in the lower interspaces 
the spine elicits tenderness; tenderness 
the cervical portion of the phrenic n 
may be noted, together with reflected | 
along the mamillary branches of the « 
cal nerves to the shoulder. Dyspnea is | 
ally great, temperature usually lacking, 
lower chest moves but little, the respirat 
murmur is very weak and friction ma) 
heard over the liver or in the half-m 
space of Traube. If no exudate results, 
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o 
iragm may remain high. Fluid may 
between the diaphragm and 
without reaching the chest wall, and 
fore without causing dullness.  Fi- 
us is more common than serous effu- 


Interlobar pleurisy is difficult to diag- 
‘ate, as there is less surface dullness. 
amount of exudate may be a few up to 
r 400 gm. It occurs most frequently 

acute pneumonia, or in tuberculosis. 
ous pleurisy may favor its development 
arked adhesions obliterating the general 
al space. As Laennec noted, it is al- 
always suppurative. Its early diagno- 
s uncertain; fever, rales, cough and 
ea suggesting some lung lesion; later, 
ular dullness is found conforming to 
terlobar fissure, bounded above and be- 
yy a normal or somewhat over-resonant 

The heart may be pushed to the right 
't-sided localization, but the liver is not 
right-sided localization. The 
toms may be like those of lung ab- 

from which during life differentiation 
netimes impossible. It may be shown 

e X-rays. Large effusions may break 
‘ally, pus being suddenly detected in 
putum. Hemoptysis may occur. Punc- 

attended with more danger as the 
may be infected by the needle. Spon- 
us recovery is infrequent. 

Mediastinal pleurisy was described by 
vec and Andral. It is most often tu- 
lous or pneumococcic, and oftener pur- 
than serous. iue symptoms of lung 
ression are less distinctive than those of 
ression of mediastinal tissues. There 
he wheezing, dyspnea, dysphagia, dys- 
a, fever, intrathoracic, oppression or 
a pertussis-like cough, enlarged thora- 
ins from azygos compression, deviation 

larnyx or trachea, dullness between 

apula and spine, and a suggestive X- 
icture. The sudden onset and febrile 

differentiates from aneurysm, tumor, 
pathies, ete. The outlook is serious 
it operation. 

Peri- (para) pleuritis (Wunderlich, 
is inflammation outside 
irietal pleura, and is usually purulent. 
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Some cases follow glanders, but most are due 
to actinomycosis. Fistulae and the evacua- 
tion of the characteristic sulphur granules 
are common. The symptoms are more local 
and irregular than in pleurisy; fluctuation 
more frequent. Heart dislocation and lung 
compression are rare; the respiratory excur- 
sion is free, and lung resonance may be elic- 
ited beneath the dullness. Metastatic in- 
flammation, perforation and burrowing are 
common. 

c. In children pleurisy is attended by 
more general symptoms; higher temperature, 
higher pulse and respiration rate. Bronchial 
breathing is more frequent, there is less dull- 
ness, luxation, friction, and it 
often follows pneumonia, where in the ma- 
jority of cases the empyema is more benign. 

According to Lemoine, metapneumonic 
pleurisy is distinguished from parapneumo- 
mc in being slower in its course. 

Course. 

The course of uncomplicated pleurisy av- 
erages three to six weeks, acute cases lasting 
two, subacute three to eight, and chronic 
cases, eight or more, weeks. No general rule 
can be laid down, and the onset, whether 
1...d or stormy, is no index of the issue. 
No eycle is seen in any form of pleurisy. 

Pleuritis acutissima, with high fever, ty- 
phoid symptoms and early death is fortu- 
nately rare. Friction below and in front 
rarely attends great effusions, and therefore, 
after exclusion of tuberculosis, carcinoma or 
pyemia, the prognosis is relatively better. In 
the average case, dry pleurisy precedes and 
succeeds exudation. Recurrence and 
erbations are poor prognostics. 
frequently follows from exhaustion and 
gradual cardiac failure. Partial absorption 
with persistence of temperature or dyspnea 
speaks for tuberculous pleurisy. Rheumatic 
pleurisies heal more readily than tubercu- 
lous. I have seen recovery even in secondary 
carcinomatous pleurisies. 


less less 


exac- 
Death more 


Issue. 

A. Resorption may occur and even puru- 
lent (pneumococcic) pleurisy may exception- 
ally resorb in part without operation, or rup- 
ture, leaving inspissated caseous accumula- 
tions. Serous pleurisies may resorb after 
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three to six months, followed by friction well 
down over the chest, which lasts some time. 

B. Adhesions. The thickness of pleural 
adhesions is more important than their ex- 
tent. Universal obliteration of the pleura 
by thin adhesions often causes no trouble. 
Retraction of the lung, compensatory em- 
physema, pain, thoracic oppression, oblitera- 
tion of the complementary pleural space, 
dulness, decreased vocal fremitus and breath- 
ing, failure of Litten’s phenomenon, and 
decreased respiratory excursion, and stagna- 
tion of bronchial secretion may be observed, 
when the adhesions are thick. If there is ex- 
udate around the heart, the apex beat may 
increase during inspiration, as also occurs in 
bronchial catarrh (Eichhorst. Failure of the 
right heart with stasis may oceur, yet most 
extensive adhesions sometimes exist without 
any cardiac changes. Peritonitis, mediastin- 
itis, induration and obliterative pericarditis 
may complicate the case. In some instances 
the pleura calcifies or ossifies, leaving a de- 
posit of 3 centimetres or more. 

C. Sudden death from syncope after ex- 
ertion, coughing or pressing efforts, as urina- 
tion and defecation, may Sudden 
death occurs .rom paralysis of the left ven- 
tricle, cardiac thrombosis, pulmonary edema, 
nicking of the aorta, compression of the 
cava at the diaphragm(?), and rarely pul- 
monary embolism from venous thrombosis. 
Rarer still is rupture of fluid into the lung 
or bronchi, drowning the patient during 
sleep; death from hemorrhage into the effu- 


occur. 


sion, from pneumo-thorax, brain embolism, 
ete. 

D. Retractio thoracis is signalized by in- 
decreased fremitus, de- 
circumference of the side affected, 
and often by bronchiectasis. The percussion 
note is dull and the breathing usually de- 
creased, but sometimes bronchial. The fac- 
tors involved are atmosp....-. pressure, con- 
traction of the pleural scars and extension 
of the inflammation into the lung, pleuro- 
genous (interstitial) pneumonia,also known 
as pleuritis deformans, which sometimes di- 
vides the lung up into lobes or islets. 

FE. Changes in Other Organs. In retrac- 
tion, other organs may be dislocated. The 


creased resistance, 


creased 
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ver may be higher when the right side j 
involved, and in left-sided retraction +h us 
lung may shrink away from the heart, th; 1! 
spleen and the heart may lie higher and 
Traube’s space may be increased. Organs, E 
too, displaced by exudate may rarely remain ol 
luxated after the exudate absorbs. Pl 
callosities may produce recurrent lary: 1: 
paralysis, Wii may also follow the pressure 
of a fluid exudate or enlarged glands. Othe 
complications are acute and chronic infi 
tion in the lung; inflammation and deg 
ative changes in the musculature of th: i? 
chest; extension to other serous surfaces: fir 
septico-pyemia ; stasis in the liver, stomach, { 
extremities, etc.; hemorrhages into the s 
chronic nephritis; amyloid change ; ‘pul: 
ary, glandular, genito-urinary or miliary 
berculosis. 

Scagliari, quoted by Eichhorst, report 
cases of paralysis of the arm, probably d 
brachial neuritis. 


PROGNOSIS. ( 


1. The immediate mortality is about 
forecast cannot be made in a week o1 
2. The etiology is an important fact 
» 
» 


A 


. The nature of the fluid. Fibr ; 
pleurisy (save at the apex of the lung) otfe1 
the best outlook. Prince Ludwig Ferdi 
ranks the effusive follows: 
best in metapneumonic serous or pur 
pleurisy; (b) next best in serous pl 
due to the staphylococcus; (c) next in 
phylococeus empyema; (d) least favo 
in tuberculous, fetid, putrid, ete. 


forms as 


The prognosis is generally poor in li 
rhagic, chyliform, peracute and_ bila 
(generally hemorrhagic or purulent) 
sions. The outlook is better in effu 
which contain considerable solid constit 
(Méhu and Bernheim); effusions po 
solids are apt to recur. When by eryo 
the freezing point of the exudate is | 
that of the blood, spontaneous absorpti 
unlikely (Rothschild). Since Hippoc 
the belief has prevailed that right-sided ar ; 
less favorable than left-sided effusions. 

4. Temperature persisting, sweats, 10 D 
emia, recurrences, external rupture, ete.. ar h 
unfavorable. it 
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Sudden death is more common than is 

usually appreciated. I 
3 alone. 

Ultimate prognosis. 


saw three cases in 
Opinions vary. 
‘izhty-seven per cent become tuberculous in 
to two years (Fiedler) ; 33% die in five 
rs (Bars) ; 66% are curable (Osler): 
die of tuberculosis; 90% are in good 
th after two to five years, and 80% are 
thy after five years (Cabot). 
DiaGNosis. 
liagnosis is based on the physical find- 
: alone. Diagnosis of the pleurisy is the 
t step, while the second is the determina- 
of its cause. 
DIFFERENTIATION. 

Pleuritis sicca is established certainly 
by feeling or hearing the friction rub. 
From The crepitant rile is 

rely inspiratory, appearing as a shower of 

| rales at the end of inspiration. Bron- 
are continuous. 
ghing and deep inspiration alter or re- 
and may alter the fremitus. 
le the pleural rub is increased by press- 
and deep inspiration. The pleural rub 
ss extensive. It may disappear after a 
ber of deep inspirations, by the two 


ral és 


e rales or bronchi 


e rales, 


aces becoming smoother for the time be- 


From sacculated breathing and acrack- 
in the muscles on deep breathing, which 
symmetrical. 
Fromintercostal neuralgia, which is in- 
\ittent, occurs in typical attacks, and is 
ted to the inter-spaces. Valleix’s points 
usually, but not always, present. When 
1d, they exist at the angle of the ribs, in 
midle of the axilla, and anteriorly, cor- 
onding to the points of exit of the pos- 
rv, lateral and anterior perforating 
the intercostal nerves. Inter- 
al neuralgia is increased less on deep 
thing than is. pleuritic pain. 

From caries of the rib, in which pain 
is localized directly over one rib, and not be- 
tween the ribs. 

Rheumatism of the muscles. 
Diiferentiation difficult, as 

affections may induce pain on breath- 
tenderness and disturbed 


hes of 


thoracic 


may be very 


breathing. 
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There may be a history of cold, exposure, or 
repeated attacks. 
nor cough. 


There is usually no fever, 
Faradization decreases the pain. 
Movement increases the pain more than in 
pleurisy. 

6. The rub of pe ricarditis (q. v.) is more 
distinctly cardiac, depending upon the car- 
diac movements. On holding the breath, a 
pleuritic rub, heard over or near the heart, 
decreases after five or six heart beats. On 
deep inspiration the pleural rub disappears, 
and the pericardial rub is increased. 
fusion is most likely when pleurisy is found 
over the lingual lobe and left border of the 
heart, while pericarditis most commonly 
produces a rub at the base of the heart, es- 
pecially over conus pulmonalis arteriosus. 

B. Pleuritis 


filtration of the 


Con- 


(1) From in- 


7 
lung substance 


humida. 


(see 


pneu- 


monia). The fremitus is decreased in pleu- 


If a bron- 
cial plug exists in consolidation, decreasing 


risy ; increased in consolidation. 


the fremitus, it can usually be dislodged by 
the 
the pleuritic 
dullness increases downward, though the up- 
ward 
irregular. 


coughing. In consolidation dullness 


often corresponds to one lobe: 
border of a pneumonia is sometimes 
Only when pneumonia is very 
great is there any luxation of the heart or in- 
volvement in left-sided pleurisy of Traube’s 
space. In consolidation there is a close par- 
allelism between the intensity of the bron- 
chial breathing and the degree of dulness. 
When there is very slight bronchial breath- 
ing, it is probably not pleurisy, although it 
exist in The sputum, the 
longer course of pleurisy, dislocation of the 


may some Cases. 


heart, liver, spleen, ete., the infrequeney of 
chills in pleurisy, the use of the Cyrtometer, 
the solution by lysis, speak for pleurisy. 
Aegophony 
pleurisy. 


occurs more frequently in 
Crepitant rales may be heard in 
pleurisy along the upper border of the fluid, 
but are usually transitory. Exploratory 
puncture is the final test, and also determines 
the nature of the fluid. 
blood, carcinoma cells, streptococci, pneumo- 


tubercle bacilli, ete.. 


The pre sence of 


cocci, are diagnostic 
aids. 
(2). 


chexia, narrowing of 


Hi re Cca- 
behind on 


From tumors of the luna. 


the chest 
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the one side, and the characteristic exudate 
obtain ; the latter is often brown (Fraenkel), 
sometimes chyliform, and contains fat glob- 
ules (Quincke), and degenerated large cells, 
wnich may show mitoses. The glands above 
the clavicle may be enlarged, as well as those 
in the mediastinum, producing recurrent 
laryngeal paralysis, ete. Tumor particles 
are rarely obtained by puncture or from the 
sputum, and are only found in carcinoma, 
since sarcoma rarely ulcerates. In sus- 
pected tumors of the lung a trocar rather 
than a needle should be used. In puncture 
there is more resistance intumor. Unverricht 
observed carcinoma developing at the seat of 
puncture. In tumors there is less displace- 
ment, less invasion of Traube’s space, and 
less widening of the chest than in pleurisy, 
while the breathing is often bronchial, the 
tiatness intense, and the fremitus increased. 

(3). Hydrothorax, usually described as 
bilateral, nevertheless may be unilateral, es- 
pecially in heart and liver disease, when es- 
pecially right-sided hydrothorax is ob- 
served. Sometimes unilateral hydrothorax 
is explained by obliteration of the other 
pleural cavity by adhesions. The fluid 
often shifts its level on change of posture, 
which does not occur in pleurisy. Salicylic 
acid, iodine, and potassium iodide are said 
to pass readily into transudates, and slowly 
and in small amounts into exudates (Rosen- 
bach and Pohl), but this claim has been dis- 
proven by Weintraub, Leuch and Feldmann. 
The iodine is detected by adding nitric acid 
and shaking with chloroform, which is 
colored reddish. 

In hydrothorax, the specific gravity is be- 
low 1014, the albumin under 3%, and the 
sediment shows few while cells and some 
endothelial cells, which are not pathogno- 
monic of hydrothorax, as has been claimed. 
Bacteriological tests are negative. 

(4) Hemothorax is determined only by 
puncture. 

Circumscript pleurisies in some instances 
require differentiation. 

(5) from pericarditis, but they are more 
irregular in outline and the apex beat is not 
altered; there is no cardiac insufficiency, 
pericarditic friction, ete. 


(6) Or from lung cavities, which ¢ 
dullness when full of secretion, and resi 
ance when the secretion is voided; the fly 
obtained by puncture (under a wrong diag 
sis) has a higher specific gravity and a lar 
per centage of fat. 

(7) From splenic tumors. Respirat: 
excursion and palpation of the lower e 
of the spleen, ete., determine the different 
tion. 

(8) Liver enlargements are rarely so! 
upwards, save in echinococcus and abscess 
the convexity, which are prone to o 
anteriorly, while pleurisy is more frequer 
detected posteriorly. In tumors of the li 
there is usually respiratory excursion, w!] 
is absent in pleurisy. In rare instances t] 
is a furrow between the costal arch, and 
liver, when pleurisy pushes the liver doy 
ward (Stokes). 

(9) From subphrenic abscess, which 1 
be intraperitoneal, as liver abscess, or ext 
peritoneal, e. g., paranephritic. The | 
stands higher in the chest because of the pa 
tic diaphragm. There is a history or 
physical signs of previous disease of an 
dominal organ. The needle thrust tow 
the abscess reaches the pus only deep in, 
in the lower interspaces. The pus has 
quently a fecal odor. The manometer shy 
increased pressure during inspiration, 
decreased pressure during expiration, the « 
verse of the findings in pleural effusion. 

Treatment. Etiological treatment app 
only to rheumatie and syphilitic forms. 

1. Fibrinous Pleurisy, which rema 
fibrinous, or the fibrinous or first stag 
exudative pleurisy. Pain is the main ind 
tion. Morphine may be given in severe ca: 
specially when coughing is troublesome. ‘! 
ice-bag, blisters, cups, and hot fomentati 
give little relief in acute pain. The pl 
should be splinted by three or four strips 
adhesive plaster, a couple of inches w 
overlapping the median line before and 
hind, by about three inches, running aro 
the chest horizontally and obliquely, and ; 
plied during expiration with considera! 
pressure, that the lung in its lower part n 
be well immobilized; oxide of zine adhes 
is least irritating to the skin. Personal « 
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rience with the early use of salicylates 
idvocated by Aufrecht and Fiedler has not 
een satisfactory. The patient is kept abed. 
Leeches sometimes relieve the pleural conges- 
ion. 

2. Serous pleurisy is treated abed, meet- 
ng the cough, fever, etc., expectantly. Laxa- 
ives are chiefly given to obviate straining at 
tool, which may induce cardiac weakness. 
Vhen, at the end of the second week, the 
fusion shows no sign of resorbing, various 
are advocated. treat- 
ient consists in limiting the amount of fluid 
ngested to about 1,000 c.c. daily, but it has 
w adherents, as exudation is an active, not 
Tincture of iodine is 
pplied, but is seldom useful, and when old 
: a distinct local irritant: 
igitalis, drastics to produce copious evacua- 
ons, pilocarpine, combined with cognac to 
upport the heart, and sweats are often given. 
Ve cannot agree that any of these measures 
re helpful. Transudates may be removed 
n this way, but not exudates. 


ieasures Schroth’s 


passive, process. 


Potassium iodide, 


Trousseau’s indications for 
vere: (1) the vital indication (when life 
s threatened by large exudates) ; (2) moder- 
te effusion with slow resorption, and (3) 
ersistent or residual exudates. 


aspiration 


We believe that early puncture (thoraco- 
entesis) and aspiration are indicated in every 
2,500 ¢.c. are effused, 

hether the temperature is still high or not, 

hether pressure symptoms or dyspnea are 
resent or not. About this amount causes 
me dislocation of the heart, liver or spleen, 
yme compression of the lung or some ectasia, 

: shown by the cyrtometer. Intrathoracic 

ressure may cause sudden death, sometimes 

ithout any warning of cardiac insufficiency. 

‘arly puncture does not irritate the pleura, 
or favor recurrence or suppuration. Early 
nd repeated puncture obviates lung compres- 

on and atelectasis, and compression and 

rsion of the large arteries. Aspiration was 
‘rst advocated by Wyman and Bowditch, of 
soston, over fifty years ago. 

Method. 


ise where 2,000 or 


After the usual surgical antisep- 
¢ measures, a small trocar or large aspirat- 
ng needle is introduced, which has an elbow 
onnecting with a rubber tube to siphon the 


fluid to a vessel below, or connecting with a 
bottle which can be exhausted by a pump. 
There is no absolute rule as to the site of 
puncture, which is governed solely by the 
physical signs, e. g., adhesions holding the 
lung to the surface vitiate any set law; 
usually fluid is best obtained between the 
scapular and post-axillary and low 
down in the chest. The trocar is introduced 
suddenly to avoid bending of the spine, which 
narrows the interspaces, and is introduced 
perpendicularly to the chest wall, not obli- 
quely, so as to avoid the intercostal artery, 
from whose injury we once saw fatal hema- 
toma and hemothorax. Whiskey and hypo- 
dermics should be at hand against syncope. 
The pump is necessary in but 10% of cases, 
the fluid usually siphoning readily. The 
fluid, if pumped, withdrawn 
gradually. The amount need not 
be great, as often moderate relief of intra- 
The 
limit is set, somewhat arbitrarily, at 1,000 
e.c. (Naunyn and Dieulafoy), or 1,500 to 
1,600 (Fraentzel and Bowditch). Nearly 
complete evacuation favors the accidents 
enumerated below, and is thought by Litten 
to favor miliary tuberculosis. 


lines, 


should be 
removed 


pleural tension promotes absorption. 


Aspiration is discontinued when the exu- 
date becomes bloody (from lung injury), 
friction develops, pain is felt, or coughing 
(from congestion of the relaxed lung) inter- 
venes. Repetition of puncture depends on 
results ; it may be repeated every two or three 
davs Favorable are and 
strengthening of the pulse, relief of oppres- 
sion, increased diuresis, improved appetite, 
ete., but above all relief of pressure on the 
lung and absorption of the exudate. 


Unfavorable due to 
cerebral anemia, which in turn results from 
restoration of circulation in the collapsed 
lung, a relatively uncommon incident; pul- 
monary edema; the albuminous expectora- 
tion described by Terillon, Besnier, John- 
son, Duffin, Seriba, ete., which is due to the 
sudden withdrawal of too much fluid (2 to 
5 litres) at one tapping (it should take one- 
half hour to evacuate 114 litres (Fraent- 
zel) ); edema pulmonum is best treated by 
a hypodermic of morphine, gr. 14, 


results showing 


results are syncope, 


which 
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may be given before aspiration; sudden 
death from pulmonary embolism or cerebral 
embolism, which latter results from dis- 
charge of clots from vessels in the relaxing 
lung, and causes the so-called “pleuritic 
hemiplegia”; some of these cases are hys- 
terical hemiplegia; pneumothorax; injury 


‘to the heart, liver or spleen. When repeated 


punctures fail, one considers operation (as 
in empyema). 

3. Empyema demands operation (prac- 
ticed by BDuryphon, and after him by Hip- 
pocrates) in all cases. Some cases may re- 
cover spontaneously, but no reliance is 
placed on this issue. Some advocate treat- 
ing tuberculous empyema without operation, 
as Volkmann managed other cold abscesses. 
Kroénlein observed in operation on these 
cases recovery in 36%, improvement in 28% 
and death in 36%. 

Results depend on the etiology and bac- 
teriology. While Velpeau’s mortality was 
100%, and Dupuytren’s was 92%, the mor- 
tality nowadays is but little over 1%. 

4. Putrid pleurisy is treated like empy- 
ema. 

5. Hemorrhagic effusions may call for 
gelatin injections subeutaneously; the 
amount aspirated should not exceed 500 c.c., 
and aspiration is repeated as seldom as pos- 
sible. 

After-treatment is directed toward pre- 
vention of thoracic retraction, to which end 
gymnastics and deep breathing are essential. 
A patient having suffered from a “primary” 
effusive pleurisy should be treated as one 
with latent tuberculosis. 

100 State street, Chicago. 





THE DIAGNOSIS OF APPENDICITIS 
IN CHILDREN.* 


BY J. H. IESS, M. D., CHICAGO. 


Appendicitis in infaney and childhood is 
one which, apparently, in the literature at 
least, has not received its just attention. In 
reviewing the literature I find a very lim- 
ited number of writers taking up this im- 


*Read before the Southwestern Section of the Chicago 
Medical Society, April, 1905. 


portant subject in detail, most contenting 
themselves with the reports of a few cases. 

The importance of this field to the pedia- 
trician becomes apparent if we can rel) 
upon the percentage statistics of its occur- 
rence in some of the larger clinics: 

Einhorn reports that children between 1 
und 15 years of age represent only 2% of 
all of his hospital patients, from which Sel- 
ter deducts that appendicitis is seven times 
as frequent among children as in adults. 

Erdman reports of a total of 250 cases of 
appendicitis with 201 operations. Of thes 
29 were children under the 10th year, with 
22 operations, resulting in 20 recoveries and 
2 deaths. All were acute cases, 9 were oper 
ated on in the primary attack and 11 in th 
secondary or multiple attack; in 2 not 
stated. There were 14 cases of gangren 
and perforation; 7 cases of foreign bodies, 
cases of the latter contained from 6 to 
pin worms each. As to age, 1 occurred at 
3 years, 2 at 5, 3 at 6, 7 at 7, 4 at 9, and 5 
at 10 vears. 

Matterstock reports 46 cases under 
vears of a total number of 474 cases, Fitz 2° 
out of 228 cases, Sonnenberg 14 out of 130. 
and Nothnagel 1 out of 130, but the latte: 
helieved this to be due to the fact that chil 
dren are rarely received in his clinic. Grif 
fith has collected 15 cases under 2 years o 
which, Pollard’s and Gayen’s 
were six weeks of age. McCosh in his firs! 
1,000 operative cases of appendicitis found 
1.7% operated in the first 5 years, whil 
7.5% had shown symptoms, 6.8% operated 
in the first 10 vears, while 17% had show: 
symptoms during the first 10 years. Clod 
has described a fold of peritoneum extend 
ing from the appendix to the ovary, the ap 
pendiculo-ovarian ligament, which carries : 
hlood-vessel to the appendix. This t 
gether with the fact that the appendix o 
the female is smaller than that of the mal 
may account for the comparatively smal 
percentage of attacks among girls, accord 
ing to most authors it is not more than one- 
half as frequent in male children and in- 
fants. 

The high percentage of appendicitis i 
childhood is thought by Salhi to be due t 


*”» 
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age, 2 of 
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the great amount of lymphoid tissue in the 
appendix at this early age and its tendency 
to rapid increase and secondary degenera- 
tion under prevailing influences, so common 
does he believe this to be that he definitely 
names it “Angina of the Vermiform Ap- 
pendix.” Klemm carries the analogy still 
further by suggesting this to be but a type 
of the inflammation to which all organs rich 
in lymphoid tissue are subject, examples of 
which are represented by lymph-adenitis, 
tonsilitis, osteo-myelitis, ete. As in case of 
the tonsils, an organ so infiltrated is readily 
affected by intercurrent traumatisms, circu- 
latory disturbances and injuries by foreign 
bodies within the lumen. leading to early in- 
fection, infiltration, ulceration and 
grene. 


gan- 


Speaking briefly of the bacteriology of 
appendicitis and perityphilitis, the greater 
number of investigations have shown that 
as a rule we are dealing with a mixed infec- 
tion in which the most important organ- 
isms are the bacillus coli communis, the 
streptococcus pyogenes, the diplococcus 
pneumoniae and the anaerobes, while these 


forms are frequently found especially in the 
more virulent types, other forms of bacteria 


may assume the major role. I wish to note 
briefly a case of fulminating appendicitis in 
a 16-year-old boy, seen 60 hours after the 
first symptoms and operated upon two hours 
later, in which the distal half of the appen- 
dix was gangrenous and at least 12 ounces 
of fluid evacuated from the general peri- 
toneal cavity, in which the predominating 
organism was streptococcus. The pus was 
mopped out with sponges, the cavity drained 
with cigarette drains and after an unevent- 
ful recovery, he left the hospital in 314 
weeks. 

It is now generally recognized that the 
pathogenic powers of bacteria are not deter- 
mined exclusively by their individual viru- 
lence, but, also, and possibly primarily, by 
the resisting powers of the organism and of 
the particular tissue invaded by the bacteria. 
It appears that in the vermiform appendix 
the various factors which intensify the 
pathogenic power of the invading bacteria 
are present: some of these factors have a 
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tendency to increase the virulence of the 
bacteria, others to lower the resisting pow- 
ers of the tissues, while in some instances 
both of these factors may be at work at the 
same time. While difficult to prove, it 
seems highly probable that the appendix 
with its numerous follicles, is a convenient 
point of entry for micro-organisms, and 
thus resembles the tonsils which are also 
rich in lymphatic tissue. 
DIAGNOSIS. 

We now come in contact with one of the 
most complex problems of modern surgery. 
First, we have before us an individual entity 
who in all probability has little or no power 
of interpreting the special symptoms of the 
complex group from which he may be a 
sufferer; second, because of his age he can- 
not be made to understand that it is of 
prime importance to aid the diagnostician 
rather than hinder him by crying, restless- 
ness and a general rigidity which almost in- 
variably predominates in the young. 

Again the severe diffuse variety is com- 
moner than the simple catarrhal or the lat- 
ter may rapidly pass into the former and 
our first realization of the serious trouble at 
hand be the presence of a general or local- 
ized peritonitis. 

Let us now recall the classical and less 
constant findings in our adult cases and 
briefly treat of them in the order of their 
seeming importance as applied to appendi- 
citis in infancy and childhood, bearing in 
mind the differences to be expected in the 
catarrhal, gangrenous or the perforative 
stages, respectively. 

1. Spontaneous pain manifested in the 
very young by fitful crying and sleep. In 
typical cases it is at first localized at “Me- 
Burney’s point” but it soon becomes diffuse, 
radiating from the umbilicus into the pelvis. 
Young children complain of “belly ache” 
and usually lie curled up on one side. More 
rarely the pain may be referred to the right 
testicle or to the neck of the bladder be- 
cause of the close relation with the right 
ureter, a point which should be carefully 
borne in mind while operating. 


In rarer instances we may have perfora- 
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tion before we get a 
(Spieler). 

2. Hyperaesthesia. Tenderness on press- 
ure is apt to be difficult to localize in the 
young and therefore of little value. 


history of pain. 


3. Muscle spasm or rigidity of the right 
rectus is present unusually early in children 
but is difficult to elicit and localize because 
of the child’s fear of examination and its 
tendency toward rigidity of the abdominal 
muscles in general. Its elicitation is one of 
our most valuable diagnostic aids and is a 
fitting reward after a gentle and patient ex- 
amination. 

These three symptoms when associated 
with vomiting and constipation make a posi- 
tive diagnosis possible in at least a majority 
of cases of older children, but in infancy 
and early childhood the diagnosis becomes 
far more difficult because of the tendencies of 
the child to evade examination and it be- 
comes necessary to look for further aid. 

4. Nausea and vomiting are usually 
present a short time after the onset of pain, 
it usually ceases as soon as the stomach is 
empty but reappears again in the later 
stages of the disease, when perforation has 
occurred, and abscess formed or an intes- 
tinal paresis exists. 

5. Chill, rarely seen in the first stages. 

6. Pulse. In simple cases the pulse 
usually corresponds with considerable regu- 
larity to the temperature, even more so in 
children than in adults, also as long as the 
process remains localized, when extensive 
peritonitis exists the pulse becomes rapid 
and weak, easily compressible and irregular 
in character. 

7. Temperature is unreliable as _ the 
worst types may run their course without 
any great rise of temperature and we may 
easily have a distinct fall of temperature 
after perforation and beginning peritonitis. 
Rectal temperatures only are reliable. 

8. Constipation is the rule in these 
cases. Diarrhoea may be present, and the 
latter cases as a group are less urgent than 
those associated with constipation whose 
early occurrence usually indicates intestinal 
paresis. The absence of blood, bloody mu- 


cus, etc., is important because of its predom- 
inance in intussusception. 

9. Tympanitis with gradually increasing 
persistent abdominal distension is usually a 
later development. 

10. Flexion of the thigh, which is usu- 
ally well illustrated by attempts at extension 
and flexion of the two thighs. 

11. Unconscious tendency to place the 
hands in the region of the appendix to pre- 
vent examination of the sensitive area, 
which unfortunately is not always located 
in the classical region, but is of frequent 
enough occurrence to be of diagnostic value. 

12. Rectal palpation. In older children 
whose attention can: be claimed this method 
of examination is of prime importance. In 
simple catarrhal cases I have several times 
been able to locate the point of greatest pain 
with accuracy and not infrequently the out- 
line of the inflamed appendix can be pal- 
pated through the thin rectal wall in these 
small pelves. In later stages its value for 
iocating localized abscesses or intra-peri- 
toneal pressure are of inestimable value. 

13. Tumor per abdominal palpation, if 
the illness is of several days’ duration, asso- 
ciated with a septic temperature, rigor, leu- 
cocytosis, etc., should always lead to the con- 
sideration of appendicitis. 

14. Increased frequency of micturition 
due probably to the close proximity of th 
right ureter and bladder to’the area of in- 
flammation. 

15. Leucocyte count. As a rule in chil- 
dren it is not as valuable as in adults be- 
cause of the great range, under normal con- 
ditions going to 20,000 or even higher. 
Probably the most reliable finding is a de- 
cided leucopenia, 5000-8000 in the presence 
of peritoneal involvement, which indicates 
either a low resistance or a preponderance 
of the infection over the natural resistance 
and is always a finding of ill omen. Prob- 
ably more important than a simple increase 
will be a differential count when better un- 
derstood. Gudobin estimates that in infancy 
polymorphonuclear cells average 34.6%, 
mononcular lymphocytes 59 and _ transi- 
tional forms 6.4%, while in later childhood 
the polymorphonuclears increase more nearly 
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to the normal. Remembering these charac- 
teristics a leucocyte count of 30,000 or more 
with 80% polymorphonuclear cells or 15,- 
000 with 90% polymorphonuclear cells 
should always lead to the suspicion of the 
presence of pus. In intestinal obstruction 
the leucocytes may number even 50-80,000, 
which must not be forgotten. In all cases 
the accompanying findings must be consid- 
ered. 

16. Jodophilia test, which in the presence 
of pus has some claim to recognition. My 
own experience with it has not been entirely 
satisfactory. Although the laboratory find- 
ings are of considerable value in the diag- 
nosis of atypical cases, and aid in the prog- 
nosis of the most virulent types, they should 
not, except in rare instances, be allowed to 
set the time of operation. Therefore, to be 
of value, we should: 1. Count the num- 
ver of leucocytes. 2. Make a differential 
‘ount, remembering the difference between 
the normal infants and adults count. 3. 
Stain blood film by special methods. Iodine 
reaction, ete. 

1%. History of previous indefinite at- 
lacks of abdomnial pain associated with a 
tendency to persist, and a slow retrogression 
f the group of indefinite symptoms is of 
vast importance and the history should al- 
ways secure careful consideration. 


DIFFERENTIAL DIAGNOSIS. 


The surgeon is only too rarely called upon 
o treat a simple case of inflammation of the 


ermiform appendix in early childhood. 
{nd as the acute initial symptoms may be 
ollowed very quickly by the signs of a dif- 
use infective peritonitis, it becomes necess- 
iry for the diagnostician to be well ac- 
juainted with the disease in all its forms. 
Che signs of perforation may become mani- 
est after the first defecation, whether it be 
pontaneous or produced by an enema. It 
ias been my unfortunate experience on sev- 
ral occasions to be called after many hours 
r days of delay spent in fruitless attempts 
o relieve the “belly ache,” and on two occa- 
ions the time of perforation could be defin- 
tely ascertained by a history of sudden ces- 
ation of pain after a short sharp paroxysm. 

Those conditions with which we are most 
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likely to come in contact and will necessi- 
tate consideration for differentation are prob- 
ably as follows: 


1. Colic. It is distinguished by the ab- 
sence of localized tenderness and fever, by 
its short duration and by the fact that the 
pain is generally less intense. Severe colic 
in older children should, however, always be 
regarded with suspicion. 

2. Indigestion. From acute indigestion 
the diagnosis is often difficult at the onset 
and may be impossible for 24 hours. The 
pain is usually less severe but the tempera- 
ture is higher. The pain is not usually lo- 
calized, and if so, it is more apt to be in the 
epigastrium or umbilicus. But the same 
may be true of appendicitis and in the pres- 
ence of pain, vomiting, localized tenderness, 
and severe constitutional symptoms, appen- 
dicitis is never to be lost sight of. With the* 
former, diarrhoea is the more frequent, while 
in appendicitis the reverse is true. 

3. Intussusception in infants without a 
palpable tumor requires a great deal of care 
in differentiation, otherwise an error may be 
made. With a proper examination and his- 
tory in a typical case the diagnosis is not 
difficult. Pain, colic and vomiting are in- 
tense and from the time of onset. 
Bloody stools and tenesmus are almost con- 
stant. ‘Temperature shows little or no ele- 
vation at the onset and in the presence of a 
typical tumor palpable through a more or 
less lax abdominal wall only moderately hy- 
peraesthetic our diagnosis should be com- 
plete. This was well illustrated by a case 
which I operated upon this afternoon in 
which there existed a highly oedematus tu- 
mor, of 29 hours standing, involving over 
30 inches of intestine and in which case the 
child seemed to suffer a minimum of pain 
upon deep abdominal palpation, allowing 
the same to be made without crying or re- 
sistance. 


severe 


4. Acute intestinal obstruction. Its on- 
set is more abrupt, pain of severer type, re- 
missive in character, and referred frequently, 
though not always, to the seat of the obstruc- 
tion. There are absolute constipation and 
suppression of flatus, with early and persist- 
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ent vomiting, soon becoming fecal, a condi- 
tion rarely occurring except in the later 
stages of appendicitis. Shock and collapse 
appear earlier in obstruction than in appen- 
dicitis. 

5. Psoitis, which is usually of traumatic 
origin and associated with a deformity due 
to retraction of the thigh, but is rarely ac- 
companied by the typical findings of appen- 
dicitis and more frequently taken for a Pott’s 
disease. 

6. Pott’s Disease. The absence of in- 
testinal symptoms, curving of the lumbar 
spine when the limb is brought into a fully 
extended position, the characteristic deform- 
ity, inability to execute the normal move- 
ments of the joint, and pain referred to the 
knee are sufficient to characterize the disease 
of the hip-joint. 

7. Renal colic is usually ushered in by a 
chill, and the excruciating pain is more per- 
ceptible posteriorly than anteriorly, and radi- 
ates along the course of the ureter into the 
ovary or testicle, and is diminished by the 
voiding of urine. There is usually absence 
of temperature, abdominal rigidity and lo- 
calized pain in the right iliac frossa. Blood 
is frequently found in the urine. 

8. Biliary colic. Fever is absent in un- 
complicated cases, history frequently of pre- 
vious attacks accompanied by jaundice, clay- 
colored stools, and higher location of seat of 
pain with frequently a radiation upward and 
posteriorly to the scapula are all points of 
differentiation. 

%. Peritvphilitie or perinephritic abscess. 
They may be secondary to appendicitis, the 
abscess taking this course rather than a peri- 
tionitis, and the pus may then track up the 
back for a considerable distance where it may 
be opened in the loin. In primary cases of 
the latter there is rarely disturbance of in- 
testinal function. 

10. Pneumonia and pleurisy. Both pre- 
sent a tendency on the part of the child to re- 
fer to the abdomen the pain really felt in the 
chest. Associated with this pain are, consti- 
pation and abdominal tenderness with dis- 
tension, symptoms which commonly usher in 
an attack of pneumonia and early produce a 


clinical picture simulating appendicitis. Dif- 
ferentiation is usually possible by carefully 
noting the history of (1) a sudden rise of 
temperature to 103 F. or thereabouts and the 
tendency to maintain this degree with usually 
a preceding history of chill or convulsions; 
(2) the acceleration of respiration which is 
out of proportion to the pulse rate or the 
pyrexia; (3) the relaxation of the abdominal 
walls between respirations; (4) the disap- 
pearance or diminution of tenderness on deep 
pressure with the flat of the hand; (5) the 
possible presence of cough. No operation 
for appendicitis should be undertaken until! 
after careful and repeated examination of the 
lungs have been made. 

11. Tubercular peritonitis, must be con- 
sidered in differentiating the more chronic 
forms. The clinical history, physical find- 
ings other than abdominal lesions and early 
ascites and progressive course make differen- 
tiation after prolonged observation in most 
cases possible. 

12. Incipient inguinal hernia. It is usu- 
ally not accompanied by a rise in tempera- 
ture or abdominal rigidity. Examination of 
the hernial orifices should be made in all sus- 
pected cases of appendicitis. 

13. ‘Typhoid fever. A Widal reaction is 
of great assistance as are also the absence of 
the usual physical findings and low leucocyte 
count. The most difficult complication to 
differentiate is a perforating ulcer in an am- 
bulatory typhoid case. 

14. Infection of Meckel’s Diverticilim. 
Very rare except early when still attached to 
the umbilicus, when the infection and disten- 
sion shows itself in the scar of the cord. The 
same may be said of a patent urachus. 

15. Torsion of the cord of an unde- 
seended testicle. A case of torsion of th 
cord of an undescended right-sided testicle. 
which the author recently saw in consultation. 
presented many of the findings of intestina! 
obstruction, but upon careful examination 
the true condition became apparent and was 
confirmed by operation. 

5501 Indiana avenue. 
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A supply of water for purposes of drink- 
¢, bathing, washing and industrial uses, 
emands first consideration whether one 
ontemplates establishing a home, building 
factory or founding a city. 

The principal sources of supply may be 
riefly stated as: (1) Rain water; (2) 
irface water; (3) running streams; (4) 
nderground water; (5) artesian wells; (6) 
ike water. 

(1) Rain water is generally most nearly 
ree from mineral and organic foreign sub- 
stances, except particles contained in the air 
hich are washed down. This water col- 
cted in barrels and cisterns furnishes much 


of that used for drinking and household 
purposes in many villages and in newly set- 
tled districts. Many and others 
use cistern water from choice for drinking 
purposes. 


farmers 


The water is soft and those who 
like its flavor. The 
laundry-maid is most pleased when she has 
a supply of rain water. Where it 
secured free from dirt, soot and the accumu- 


use it continuously 
can be 


lations of city life, it is very desirable as a 
pure drinking water; but E. F. Burch’ re- 
ports cases of typhoid fever due to drinking 
water contained in a barrel. 

2). Surface 
remains on or near the surface-soil, without 
outlet or inlet. This 
Ponds, swamps, sloughs are familiar 
illustrations. This 
swamps, bayous and similar bodies, is often 


water is rain water which 


often becomes stag- 
nant. 
water, in the case of 
the remains of running streams, but becom- 
ing stagnant assumes dangers not so charac- 
teristic of running water; and Leighton 
savs that such waters are dangerous to the 
neighborhood. Familiar dangers to be re- 
called here, are the breeding of mosquitoes, 
the vicious bite of which often conveys the 
causes of malaria, yellow fever and perhaps 
other diseases. It is unfortunate for the 
family or individual who must rely upon 
such water supply. In portions of the South, 
Cuba and some other regions, there is noth- 
ing better for some of the poorer Classes. 
The wells—or ground cisterns—dug in the 
drift or alluvium of many regions, furnish 
merely surface water, which is better than 
has 
If the filter- 
ing is through sand it may furnish fairly 


good water. 


that described above only because it 


been filtered through the soil. 


Cases of typhoid fever in my 
own practice have frequently been traced to 
the drinking of water from such surface 
wells. Many of my confreres have assured me 
that they have had similar experience. The 
ground-water of the text-books is included 
here. Running streams may be included in 
“surface water,’ and only furnish better 
water for household purposes because the 
continual agitation or motion of water as in 
flowing streams and waves of bodies of 
water is one of Nature’s ways of purification. 
Water in a constant state of movement, as 
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in a running stream, a river or large lake 
tends to become pure, in part at least, be- 
cause different particles of it are constantly 
coming in contact with the atmosphere and 
undergoing fresh aeration. Motion, in 
water, as in all other entities of the universe, 
seems to be the law of perfect function. 
Motion, however, is not always a guaranty 
of purity, for cases of typhoid and other 
contagious diseases have been traced not in- 
frequently to sources of infection several 
miles away, from which the toxic agent has 
been brought through the watér of a running 
stream. ‘Time, distance and the action of 
the sun’s rays all aid in purifying running 
water. 


(4). Under-ground a sub-surface water 
was formerly supposed to be ideal for house- 
hold uses. Spring water is generally a fa- 
vorite. Many prefer it to any other variety 
of water. By underground water I mean 
running water under the surface soil, which 
sooner or later finds an exit from the ground. 
Besides springs, underground streams should 
be included here. In the southern portion 
of the United States in regions near the 
Tennessee and Columbian ranges, and near 
other ranges in America, as in other moun- 
tainous countries, there are many beautiful 
illustrations of underground water, gushing 
in cold, sparkling streams from the ground 
or from under some rocky ledge. In these 
regions, villages and cities have felt them- 
selves fortunate to secure such apparently 
pure supplies of water. This has been a 
favorite supply in France, and until recently 
no. fear was felt regarding their drinking 
water. It should seem that the accumula- 
tion along the ridges and sources of these 
underground streams might long ago have 
aroused suspicion in the minds of those who 
used this water. The inevitable has hap- 
pened. With the progress of science and 
the search for causes of disease, at first this 
kind of water supply was suspected and then 
experiments have led to a knowledge that 
these sources are often impregnated with 
disease germs, which have been the cause of 
epidemics of typhoid and other fevers in the 
community supplied by this water. The 
Paris authorities* became uneasy, partly be- 


cause they suspected the purity of the water 
and partly because the supply needed re- 
plenishing, and in 1902 introduced filtered 
water from the Seine into certain portions 
of the city. The water of the Seine in its 
untreated state is not above suspicion and 
filters were introduced to clarify it for drink- 
ing purposes. The result was astonishing. 
There was an immediate diminution of ty- 
phoid fever in that portion of the city sup- 
plied with filtered Seine water, and in one 
district there was not a single death during 
the epidemic of February and March, 1904. 
Thus it may be seen that underground water 
is falling into disrepute as a pure drinking 
water, at least in France. 

(5). Artesian wells, when properly con- 
structed, that is, when the iron tubing ex- 
tends down to the rock from which th 
water rises, furnish water almost or quit 
free from organic matter; and not only s 
but if the tube reaches the source of suppl) 
the water is often as soft as lake water 
Green Bay, Wis., is supplied in this manner. 
I am informed by Dr. Beck of that city, and 
Dr. Slaughter of the same place says that 
analysis shows the water to be pure fo 
drinking purposes. Waukegan was former; 
supplied by water from artesian wells. Dur 
ing that time not a single case of typhoi 
fever occurred in families using the artesia1 
water, nor in any other family was infection 
ever attributed to water from the artesia: 
wells. 

Artesian water, then, seems to be desira 
ble where it can be secured in sufficien! 
quantity and especially in interior villag 
and towns. 

(6). Superficial bodies of water of cor 
siderable size—lakes. A large lake is in 
constant state of motion. This agitation 
brings the surface layer more freely in con 
tact with the atmosphere and sun’s rays an 
in consequence a greater number of particle: 
of water are oxygenated or aerated during : 
given period than could be the case in stil 
water. Hence, such a body furnishes a re! 
atively pure water. The proximity of cities 
which empty their sewage into lakes renders 
this water suspicious when the supply is ob 
tained near the shore. If the intake is put 
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it beyond the limits of sewage contamina- 
tion, a very palatable and satisfactory drink- 
« water can be secured from large lakes. 
The environment of the source of water 
pply should be carefully examined, as Wes- 
ook* suggests, in order that proper precau- 
ms may be taken to prevent epidemics from 
ntaminations. A bacteriological examina- 
m shrould be made, for this is of more 
lue® than a chemical examination, and W. 
Bissel® warns against the mistake of ne- 
ct in this particular. It should be borne 
mind that it is better to seek a source of 
re water than to try to purify a contamin- 
d source’. Whatever the source, the au- 
orities should have a bacteriological ex- 
\ination of the water made to enable them 
control the supply’ and furnish pure 
ter. The importance of furnishing pure 
ter has further demonstrated by 
rtz and Burges’ in their experiments upon 
vetables. They found that if cabbage, rad- 
. ete., be sprinkled with water containing 
illi of anthrax, typhoid or tuberculosis, 
plants retain the germs unless exposed 
the sun’s rays. Furthermore, they find 
it if these germs be buried with the seeds 
m these vegetables, the germs come up 
th the new plants. This remarkable fact 
strates the possibility of epidemics 
inging from plants growing from seeds 
inted near or over bodies dead with some 


ectious disease. 


been 


PURIFYING WATER. 
(A). Municipal. (a). Agitation when 
ie by Nature as in running streams or the 
ves of the lake, goes far toward purifying 
ter, but artificial agitation cannot be ap- 
(b) Set- 
g wells have been used in many instances 
th considerable success, and with the addi- 
n of the copper treatment may become a 
orite method of treating impure waters. 
Filtration through sand has been found 
give the most satisfactory results. When 
yperly carried out this is of more value 
n mechanical filters in reducing impuri- 
s; sand filtrations reducing the impuri- 
s” in the ratio of 78.5% while the me- 
nical filters reduce them 26%. 
Some astonishing and extremely interest- 


ed with great hope of success. 


$15 


ing facts have been observed in relation to 
sand filtration. Reference has already been 
made to the experience of Parisian authori- 
ties, who secured purer water by filtering th 
water of the Seine than they were receiving 
from springs and mountain streams. We 
are informed" that other European cities 
have secured most satisfactory results from 
filtration. Berlin is supplied with water 
from lakes, this water is filtered and the 
death rate from typhoid fever has been re- 
duced to 714 per 100,000. The average of 
28 cities in America was 50 per 100,000. 
Hamburg, which is supplied from the Elbe. 
by filtering the water, reduced the typhoid 
death rate from 28 to 714 per 100,000. By 
filtration London has reduced its death rat 
from typhoid fever to 1414, and Rotterdam 
to 4 7-10 per hundred thousand. The prin- 
cipal cities of America show higher death 
rates because their waters are generally not 
filtered. The Hague water is secured from 
driven wells and is also filtered. The death 
rate from typhoid for six vears averaged 
per 100,000. Filtration of lake water 
through sand by means of wells has been 
tried with success by a number of cities. 
Superior, Wis., is one of these. I have re- 
ceived a letter from Dr. Renne, the commis- 
sioner of health of that city, in which he 
assures me that, whereas they had many 
cases of typhoid fever before installing the 
present filtering system, now the disease is 
practically banished from the city. 


Probably at the present time no other 
method of water purification for the munici- 
pality is in such high repute as sand filtra- 
tion; and wherever that method can be car- 
ried out no official should hesitate to select 
it and urge its adoption. 


(d). There are localities, however, where 


filtration cannot be practiced in perfection 
because of financial or other conditions. In 
reservoirs, small lakes and settling wells cer- 


tain forms of .algae and render the 
water impure, giving it often a disagreeable 


odor. 


grow 


The same conditions may prevail in 
cisterns and barrels containing rain water. 
Agitations of these waters renders the odors 
worse because the little oil sacs in the algav 


are broken up and it is chiefly the oil which 
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gives the odor. ‘To meet such difficulties and 
to try to discover some good method of ren- 
dering waters free from algae the laborator- 
ies of the government at Washington made 
experiments with various substances. Ac- 
cording to Dr. Geo. 'T. Moore", the substance 
which gives most satisfactory results in these 
cases is copper. The preparation used is the 
sulphate. His experiments, which have ex- 
tended over much time and have been con- 
ducted with rare skill, demonstrate that al- 
gae can be destroyed in a few hours by intro- 
ducing the sulphate of copper into a reser- 
voir or other water container. It is only 
necessary to use a quantity sufficient to make 
the water a solution of 1 part in 4,000,000 
to destroy some of the most troublesome va- 
rieties. A most remarkable and valuable 
feature or discovery of the experiments was 
that the water thus treated is copper free in 
24 to 48 hours, rendering it a wholesome and 
palatable drinking water. Even if the cop- 
per were not removed, the amount of the 
substance one might get should one drink a 
gallon of the water a day would be so small 
that not even a child or the most sensitive fe- 
male could feel the slightest effect. 


Since these investigations were made sev- 
eral cities have been induced to make trial 
of the method, and the results have been uni- 
formly successful and eminently satisfactory. 
Of these may be mentioned Butte, Mont. ; 
Boston, Mass.; Elmira and Cambridge, N. 
Y.; Baltimore, Md.; and Winchester, Ky. 
Such remarkable results attended this phase 
of the investigation that Dr. Moore under- 
took to determine the effect of the copper 
treatment of water upon pathogenic bacteria, 
especially the bacilli of typhoid, dysentery 
and cholera. The results here were as amaz- 
ing as in his preceding experiments. 
Stronger solutions had to be used, however; 
still the effect of the copper upon these germs 
is so powerful that they cannot survive in a 
reservoir which contains one-part of copper 
sulphate in 100,000 parts of water. The 
bacilli were totally destroved by that quantity 
of .the copper. It has been asserted that 
those laboring in copper works have gone 
through a cholera epidemic with entire free- 
dom from the disease. (Chairman™ State 


Board Health, Mass.) Dr. Moore furthe: 
states that colloidal solutions of copper—that 
is, solutions of the metal, not a compound o 
it—also have a distinctive effect upon alga 
and bacteria; and suggests that the suspen 
sion of metallic copper sheets at the intak: 
of the reservoir might serve a good purpos 
for purifying water. Whether a system o! 
copper sheets can be arranged so as to com 
in contact with every particle of water enter 
ing the intake from the lake and thus accon 
plish something toward the purification of ; 
city’s water supply is a matter which wil! 
bear investigation. Indeed, the experienc: 
of others might justify a trial of such a sys 
tem of metallic sheets, in a city with a lak 
too large to be dealt with as an ordinary res 
ervoir. It would require, however, that th 


metallic sheets be kept clean and bright. [1 


must be distinctly understood that thi 
method cannot take the place of filterin; 
and boiling. It is only supplementary. 


Those who are interested in this subje 
and desire to make trial of the method ar 
invited to consult the Bureau of Plant In 
dustry at Washington for detailed instru 
tions. 


The writer has prescribed a compound o 
copper for typhoid and other intestinal ir 
fections during a period of several years, an 
with such gratifying succéss that he has los 
but one case of typhoid fever. Indeed, tha 
case should not be ascribed to a failure « 
the treatment, but to a perforation resultin 
from beginning manual labor nearly a mont 
sooner than the time prescribed. 


(B). Purifying water for domestic us 

Kupffer“ has given a simple test for po' 
able water which is easy of applicatio 
Make the following solution: 1 part (5) 
tannin ; four parts (5iv) distilled wate: 
1 part (5j) spirits of wine. Toa glassful : 
water to be tested add a teasponful of t! 
clear (filtered) solution. If no turbidity o 
curs in five hours, the water is good; if t! 
turbidity occurs in an hour the water mu: 
be classed as unsafe, if not dangerous; if t! 
turbidity occurs in two hours the water 
not to be recommended; and if it tun 
brownish in three hours it contains am 
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mia, but is perhaps of average composi- 
n. 

1. Filtering is a common and satisfac- 
y method of purifying water when prop- 
y done. The small, cheap filters placed 
on the market are, in many cases, worth- 
:. From experiments often made with 
d filtration one would be inclined to favor 
ers made of sandstone. 
d such a filter for several years. 


The writer has 
The 
ter is always as clear as crystal, freed from 
rs, and several microscopic examinations 
e shown it to be bacteria free. More ex- 
isive filters can be had, some of which are 
vy good. To meet the needs of the poor, 
wever, something different must be sug- 
ted. Several forms of 
igements for filtrations 

sted. 


temporary ar- 
have been 
The writer has known the following 
be used with quite satisfactory results: 
ke a large container, barrel, tub, keg, can 
stone jar with an opening or faucet at the 
tom ; make it perfectly clean and cover the 
wr of the container with clean gauze; put 
m this a layer of clean gravel 214 inches 
k; cover this with a layer of charcoal of 
same thickness; upon this put a layer of 
in sand of a thickness equal to one-half 

depth of the vessel or container. The 
ter is to be poured upon the sand and al- 
ed to filter through the layers. Water 
m the lake, pools, ponds, swamps or rivers 
| be rendered beautiful and palatable by 
h filtration and often may be 
rted. These filters need to be renewed 
m time to time, depending upon the size 
the container. A very small filter pre- 
ed from these suggestions should be re- 
ved daily. The excellent water thus se- 
red is sufficient reward for the trouble and 
e required to prepare and renew the filter. 


2. Where water cannot be filtered and 
ere suspicion*of impurities rests upon fil- 
ed water, it should be boiled. Boiling for 
f an hour will destroy most if not all 
thogenic bacteria and is the safest method 
t can be employed by most people. 

The most satisfactory method which 
ures a water absolutely germ free is dis- 
lation. The first cost of a still large 
ugh for a family may not exceed that of 


sug- 


disease 


a good filter. 
use. 


The great expense is in its 
Indeed that expense is not great as 
compared with other luxuries enjoyed by the 
average family. The family who can afford 
3 to 10 cents a day for pure water should 
at once invest in a still. 

t. Finally, if there is enough virtue in 
metallic copper to justify its recommenda- 
tion to municipal authorities for purifying 
city water, surely it is to be recommended to 
the family. The use of copper kettles, pans, 
pails and cooking utensils should render the 
family largely free from dangers of germ in- 
fection due to water. 

The use of the sulphate of copper in fam- 
ilies is a problem for the profession to work 
out. If at the end of 24 hours the water 
shows traces of copper it may be precipitated 
by some hydroxide or carbonate. 
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© SURGICAL TREATMENT OF 
SCIATICA. 


BY M. R. BARKER, M. S., M. D., CHICAGO. 
In discussing the treatment of sciatica we 
are again confronted with a name convev- 
ing no idea of the etiology or pathology of 
the disease for which it stands. It has been 
proven that this complex condition known 
as sciatica may be established and 
tained by the continued action of 
causes, Among which we may mention 
traumatism, cold, infection, ete. It is also 
well known that the disease may exist and 
continue indefinitely with no ascertainable 
In other words, it is not always sec- 
ondary to some other condition. We do not 


main- 
various 


cause. 
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positively know the true pathology of sci- 
atica, but reasoning from cause to ef- 
fect we believe that the cause in any 
given case, whatever it may be, for instance, 
a tumor in the rectum or a_ retroverted 
uterus, impinging upon the nerve, first irri- 
tates causing a neuralgia, but by its contin- 
ued action causes an inflammatory process 
of the nerve sheath with adhesions between 
the sheath and nerve substance and a 
thickening of the sheath with a nar- 
rowing of its calibre. Hence a binding of 
the nerve substance by its contracted sheath. 


When this condition obtains the removal 
of the primary cause does not cure the dis- 
ease. For instance, if the cause is a retro- 
verted uterus, a ventro fixation of the 
uterus will not break up the adhesions be- 
tween the nerve sheath and the nerve sub- 
stance nor release the nerve substance from 
the grasp of its inflamed sheath. Neither 
can the disease be cured while the pernicious 
influence of the primary cause exists. Hence 
to successfully treat this condition we must 
search out the primary cause, if possible, 
and remove it and then apply such treat- 
ment to the nerve-as will undo the mischief 
done. ‘The object of this paper is to present 
a reasonable treatment for sciatica based 
upon the above etiology and pathology. 

For clearness of description we will di- 
vide the treatment into two parts. First, 
the dry or bloodless stretching of the nerve. 
Second, the introduction of normal salt so- 
lution between the nerve sheath and the 
Paul Voct and Valentine 
long ago formulated some rules for a guide 
in nerve stretching. Among them were 
these: ‘“‘A nerve is only elastic and stretch- 
able within certain limits, that if those lim- 
its are exceeded rupture of the nerve or of 
some of its fibers results and disaster fol- 
lows. That this limit does not much ex- 
ceed the normal limit of motion of the part 
supplied by the nerve.” They also proved 
that nerve stretching in a moderate degree 
lengthens the primary fasciculi and thus de- 
creases their caliber, freeing them to some 
extent from any pressure that may be ex- 
erted upon them by their sheath, and that 
such stretching does not produce ill results. 


nerve substance. 


f 


The dry stretching of which we hay 
spoken is done for the reason set forth | 
Voct, it lessens the caliber of the nerve su! 


stance and thus relieves the pressure upo 


it by a contracted sheath. It is perform 
as follows: The patient is placed upon h 
back on the operating table and anaesthe 
ized. The diseased limb is grasped thu 
the heel by the right hand of the operat: 
while the left hand is placed in front a 
above the knee. The limb is then placed 
extreme extension, being thrown up over t! 
body as seen in Fig. No. 1, a consideral 


Hg. f.7 
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force being used. 
position a few seconds and then relaxed f. 
a few seconds. This maneuver is repeat 
ten or twelve times, which completes t 
stretching and which has not exceeded t! 
rule prescribed bY Voct. The second pa 
of the treatment consists in the injection 

normal salt solution beneath the diseas: 
nerve sheath. To do this the nerve is e 
posed by an incision between the trocant 
major and the tuberosity of the ischiu 
All of the tissues are separated from 1 
nerve as far as possible both longitudinal 
and laterally, but the nerve is not raised o 
of its bed and must not be on the stret 
when the injection is made. The reason fi 
this is apparent. As the salt solution 

forced between the nerve sheath and ner\ 
substance the two are separated and the a: 
hesions between them broken up. The fu 
ther they are separated within reason t! 
more surely are the adhesions destroyed. 

common aspirator with a barrel holding 
half an ounce, having a needle about foi 
inches long, is a satisfactory instrume! 
with which to inject the salt solution. T! 





The limb is held in th 
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nt of the needle is forced through the 
serve sheath and run either up or down be- 
ith the sheath about a half an inch when 
contents of the syringe is forced in. 
en this is done the nerve sheath is seen 
expand considerably. This process is re- 
ited eight or ten times, changing the di- 
tion of the needle each time. This ter- 
nates the treatment. The wound is 
sed, the patient put to bed, massage is 
cticed every day for ten days, and the pa- 
it made to use the limb from the first. 
’v. A. H. Ferguson has used this treat- 
it a number of times with perfect results. 
ne of his patients having been treated five 
rs without a return of the disease. The 
difference between his treatment and the 
I have used and described is, Dr. Fergu- 
while the patient is still anaesthetized in- 
ts into the nerve the salt solution without 
osing the nerve nor isolating it from the 
ues about it. He introduces a long needle 
he point where in his judgment he has 
red the nerve and injects the fluid. To 
ss experienced surgeon this would be un- 
ain work. Dr. J. Lange reports in the 
nchener Med. Woch. the successful use of 
mal salt solution with a little eucain—B 
ected into the nerve. He uses from 70 to 
e.c. of the solution. He introduces a 
¢ needle without general anaesthesia, be- 
apprised of entering the nerve by the 
n it causes the patient. He not 
‘tch the nerve. He reports ten successes 
| one failure by this method. 
lo recapitulate : 


does 


i 
We believe that sciatica is at first a neu- 
ilgia but later becomes a neuritis, with ad- 
sions between the nerve sheath and nerve 
stance and a contraction and thickening 
the nerve sheath. 
9 


‘hat the primary cause must be removed 
scertainable and a treatment applied to 
nerve which will relieve the nerve sub- 
stance from the pressure of its contracted 
sheath and break up adhesions between the 
nerve sheath and the nerve substance. 


th 
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hat the bloodless stretching of the nerve, 
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and the injection of normal salt solution by 
the open method as herein described best 
meets the indications. 

Dr. Lange, as we have stated has treated 
eleven cases with one failure. Dr. Ferguson 
reports four cases one of which has been 
treated for five years and none of them for 
less than two years and no recurrence in any 
of the cases. I have three cases to report all 
treated by the open method herein described 
and all treated within the last year. Of 
these three cases two were males and on 
female. They were all typical cases of scia- 
tica. The males were both suffering with in- 
ternal hemorrhoids and constipation. They 
had suffered from three to five vears respect- 
ively. The female had a retroverted uterus 
which was bound to the posterior pelvic wall 
by adhesions. She had been suffering for on 
vear, but for nine months of the time was bed 
ridden for the reason that she could neithe: 
sit nor stand by reason of the pain. The 
hemorrhoids were removed, and a_ ventro- 
fixation done upon the uterus. Thess 
were fully relieved of suffering. from the 
first and are now practically as well as they 
ever were. All the work on each patient was 
done at one sitting. 

4625 Greenwood ave. 
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SOME OF THE NEWER REMEDIES.* 


BY JOSEPH C. BECK, M. D., CHICAGO. 


Gentlemen: My purpose in bring this sub- 


ject before you this evening is two-fold: 

Ist. To report the results obtained from 
the use of some of these remedies. 

2d. If possible, to obtain vour opinion in 
a discussion as to the advisability of trying 
these remedies, of which there are such a vast 
number in the market, and constantly more 
of them being added. 

This latter phase of my paper does not 
perhaps, belong to a discussion of a special 
society as ours, and I shall not, therefore, 
devote much time to it. 

In looking up the literature on Newer 
Remedies, 1 was able to collect 11,064 such 


*Read at meeting of Laryngological and Otological So- 
ciety, March 7, 1905. 
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compounds as are recognized and used in the 
medical profession. It seems to me the im- 
portant question to decide for ourselves is 
how or what to find out about these prepara- 
tions as to their value. 

Most frequently we are presented with a 
few samples by an agent or a salesman, who 
takes up our valuable time explaining the 
anatomy, physiology and diseases, and what- 
ever his remedy, it is better than any other, 
and in exchange for a card will leave the 
samples on our desk, or else mail us litera- 
ture or samples, and this is constantly making 
up the bulk of our mails, which, again, re- 
quires time to examine and read. Most fre- 
quently these are thrown into the waste-bas- 
ket or put upon the shelf for the purpose of 
giving to some poor patient free of charge, 
without particularly making a record of what 
was given, and when said patient returns and 
reports either progress or no improvement, 
perhaps the condition worse, one does not 
know what was given. Should we, therefore, 
refuse to listen to these agents and try out 
any of these modern remedies but simply 
stick to the old pharmacopea and prescribe 
our often chemically incompatible or nau- 
seating mixtures. 

There certainly must be a happy medium, 
because there are many new compounds put 
upon the market that are a distinct advantage 
to our therapeutic measures, and I would 
not want to do without the use of them. 

It seems to me therefore, that if there 
would be some controlling body of men, who 
would have to pass upon the real value of a 


tions that cannot be well controll: 
by us. ; 

The new remedies that I have selected 
speak to you about, I have tried out clinic- 
ally, I mean in my private practice as wi 
as dispensary and hospital, with a fair r 
ord of the same, and have tabulated the 
with the results obtained. But since t 
reading of that report would be too lengt! 
and not absolutely necessary, I will ju 
name the essential points. First, name of t! 
drug, second, conditions used in, and thir 
results obtained. Fourteen preparations + 
which eight are for local treatment and s 
internal. 

Most of you are familiar with the majori 
of these preparations, and I hope you will, 
the discussion bring out the results obtain 
by you in the use of similar drugs. 

Case 1. Anaesthesin. Case of Miss 
Painful ulcer of the septum. A local a 
plication of 5% ointment two times dai 
relieved condition immediately. 

Case 2. Mr. L: Painful ulceration of t 
tongue, (specific). The use of anaesthes 
bonbons. Relief invariably so that patient 
could eat a meal in comfort, without that 
was impossible. 

Case 3. Master C: Earache. Hot droy- 
of anaesthesin in oil, 5%, absolute relief. 

Case 4. Mr. H: Acute pharyngiti-. 
painful deglutition. Anaesthesin spray 5° 
followed by relief. 

Case 5. Mr. F: Hypersensitive rhinitis 
The only remedy that would lessen a constan' 
itching in his nose was a 5% spray of anacs- 
thesin in oil. 


very 


drug or compound after it has been thorough- 
ly and scientifically tried in clinics and hos- 
pitals and statistics published under their 
supervision in some journal, as for instance, 
in the Journal of the American Medical As- 
sociation; statistics that are reliable, we 
would not have so many compounds of the 
samie kind, only differing in name and ap- 
pearance. There would be less chance for 


ee 
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Case 6. Mr. D: Eczema, with inte! 
itching of the external auditory canal. 10 
ointment of the anaesthesin relieved 
itching. 

I have treated a number of other cond 
tions where pain or hypersensitiveness was t 
principal symptom and was rarely disappoin'- 
ed in the action of this drug. 
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substituting, because the way matters are 
now, outside of a few of our drug stores in 
the center of the city, the druggists do not 
and cannot keep all the new remedies in 
stock and they either delay the filling of 
the prescription or use a substitute, condi- 


ARGYROL. 

For more than a year I have used fro 
five to twenty-five per cent argyrol solution 
as a routine treatment in nasal pharyngea 
affections, but finally gave it up because 
could see no appreciable effect that the rem- 
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ly had on the condition, and now resort to 
e old reliable nitrate of silver solutions. 

[ have found it of some value in chronic 
ippurative ears, and it seems to me that it 
tion is limited more to the eye, than the 
r, nose and throat. 

ADRENALIN. 

It seems unnecessary to speak about the 
erits of this drug, because it has been so 
\iversally used and accepted as giving ab- 
utely good results. But I only wish to 
ike a few points about it, which may be of 
terest. Much has been said against the use 

it owing to the secondary bleeding in 
erations, and I want to say that I have 
d my share of that trouble, still, I would 
it do without the use of it. 

I refer to the peculiar action that this 
ug has had on two of my cases, viz: pro- 
cing shock. In both of these cases there 
is no cocaine used, but 
ich like it appeared. 

I find that Toeplitz of New York has sim- 
ir experiences from the use of Adrenalin 
id explains it as due to the ischemia of the 
isal mucous membrane, an extension into 
e inner cranial cavity, causing there mark- 
| ischemia of the meninges and, eventually 
e brain. This is, of course, theoretical, but 
e only explanation that I am able to find 

literature. Futterhoff has also had such 
periences and says it is due to reflex-action 
| the nasal nerve. 


symptoms very 


As to adrenalin itself, 1 prefer it to any 
eparation of this suprarenal extract, having 
ed the adrenalin, adrin, adnephrin and 
inephrin. 


ASPIRIN. 
[n all cases of grippe like effects, associated 
incipally with ear, nose and throat dis- 
ses, I have found this remedy par-excel- 
In doses of five and ten grains, I have 
tained immediate relief. 


nee, 
In several cases 
acute frontal sinusitis, with marked pain, 
acted admirably, though in somewhat larg- 
doses, sav five to ten grains three times 
r day. 
BROMOTONE. 

The bromides are used by all of us con- 
lerably in our ear cases where tinnitus 
rium is such an annoying symptom, and 
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these salts are not alone very unpleasant to 
take but will disturb the stomach and pro- 
duce bromism. My substitute for the salts 
of potash soda or potash is bromotone. In 
doses of 15 grains three times per day, and 
I have found it to be of absolute satisfaction. 
I do not mean to imply by that that the 
tinnitus was cured, or perhaps greater im- 
provement followed, but simply that the un- 
pleasant symptoms due to the ordinary salts 
were eliminated, and the patient preferred 
to take the bromotone. 
CAMPHOR OXOL. 

After more than two years experi nee with 
this remedy in chronic sup. ear diseases, I will 
say, unhesitatingly, that it is the best cleanser 
and deodorizer I have found. It is a remedy 
that can be given into the hands of the pa- 
tient with safety and for home use. It has 
decided advantages to the ordinary syringing 
of the ears by eventually infected syringes 
and solutions. The alcohol contained in the 
preparation causes the patient considerable 
pain and burning, but this is only momentar- 
ily, and the patient soon gets accustomed 
to it. It may be diluted for children from 
ten to twenty-five per cent of the solution. 
After the use of this drug for a few weeks, I 
often substitute a dry gauze treatment. 

IODONUCLEOIDS. 

Since this is a home product, and the use 
of it is an every day occurrence, I have been 
able to come to some conclusions as to 
the value of this iodide preparation in 
comparison to the iodide of soda or potash, 
salts or iodipin. When this preparation was 
first put upon the market I was told that it 
was superior to the other iodide preparations 
in that the same results could be obtained in 
very much smaller doses without the produc- 
ing of iodism, or the disturbances of the 
stomach or acne, etc. I immediately selected 
three cases in which I reported at the Chi- 
cago Medical Society the first report of 
this preparation by Dr. Baum. I then found 
it wanting, as I ‘also found it later while I 
was using the small doses, and when I went 
back to the use of iodipin, I was very much 
relieved at the immediate change of the con- 
dition to the patient. It soon followed that 
the small dose of iodonucleoids had to be in- 
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creased the same as one does with the other cussion, since Dr. Pearce has told us that hi 
iodides and when I did so the change became has used it. 

apparent, that is, better results were obtained. In the few cases that I tried the 15 per ceni 
I, therefore, wish to state that I increase the solution applied to the nasal mucuous mem- 
dose of iodonucleoids the same as I would _ brance for operative procedures, I have foun 
the K. I. and Na. I. in any case of Lues, and it wanting in every case. I was compelle: 
I obtain results equally as good as when I use _ to reanaesthetize with cocaine before I cou) 
the old, reliable remedies, without any gas- proceed with the operation. 

tric disturbances or other symptoms of POLLANTIN. 

iodism, which is a distinct advantage. 

I had some patients who could not stand 
iodonucleoids but such patients usually could 
not stand the other iodide by stomach, and 
in those cases I used iodipin (Mercks) sub- 
cutaneously injected. It certainly requires 


Our latest discovery is a positive cure fo 
hay fever. It is the antitoxine against th 
malady, and you are all familiar with it fro 
personal observation as well as literature. | 
therefore, need not go into a detailed descri}) 
tion of the same. 

Last year Dr. O. G. Stein presented to \ 
a report of this substance, which was very e) 
couraging. I have treated twelve cases tl 
past season and report same in detail, but 
want to state now that when the season w: 
over I was very much disappointed as to tl 
results. Only one case was completely r 
lieved, and his occupation, perhaps, explail 
the reason why. As Dr. Dunbar told us on 
recent visit to this city that the antitoxir 
that was put on the market would act as ; 
specific in those cases where hay fever was di 
to the pollen of rye, which is frequent! 
the cause of hay fever in Germany and 
this country, the hay fever is due to ragwe 
or golden rod. The patient I speak of ha 
ing been cured, is a buyer of wheat and r 
and examines a great deal of grain. 


some courage in cases of a gumma where 
active ulcerative processes are a_ distinct 
history to try a new remedy when 
one knows what an old reliable remedy 
will do. But how can we ever find out unless 
we try them and report our honest. results of 
a well observed case. The use of a remedy 
that has distinct advantages to an older, is 
my plea, or an excuse for using iodonucleoids. 
I have had cases where larger doses of iodo- 
nucleoids would show no particular result, 
and when I switched to the other remedy 
could see immediate improvement. But this 
condition did not oceur very often. 
lodonucleoids are used principally in Lues 
but also used in chronic catarrh states where 
I wish to use some alternative or cause has- 
tening absorption as f. i. O. M. C. C. 
In fact, using our old German proverb: 
“If you know not the reason why, Almost all the hay fever cases stated th 
Use K. I.” ; they did not have their hay fever as hard : 
usual, and universally declared that their e) 
symptoms were much lighter. 


ges aS CPM Ee 
~ oat 


oe 





a 
\ 
5 


2 Ra Bee 


IODOVASOGEN. 

In atrophic rhinitis, or any dry form of 
rhinitis, where massage is indicated as a 
routine local treatment the use of this oily 
substance thoroughly rubbed over the sur- 
faces, seems to be followed by considerable 
relief, without influencing very much the 
pathological condition, as the regeneration of 
the structures. 

UCAIN LACTATE. 

It is, perhaps, too early to report on the Two years ago I read a paper before t! 
use of this drug, having used it only in a Academy of Ophthalmology and Lary) 
small number of cases, but an adverse report gology on the use of this drug in chronic 0 
of a remedy that is so highly reeoommended M. C., with a clinical report on fourtee! 
by the European men, may find room for dis- cases, and today I wish to supplement tha 


Sa: 


If you have read the reports from Minn 
apolis of Dr. Dunbar’s experiments in h 
native city, you will have hopes that aft: 
he produces the antitoxin to fit this part 
the country, where hay fever is principal! 
due to rag weed and golden rod, vou il! hay 
a valuable remedy. 
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THIOSINAMIN, 
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ort by two-hundred more cases with this 


elusive observation that the drug acts in 
ost every case producing positive gener- 
symptoms, as great fatigue, often nausea 
loss of appetite. 
d. That the results as to the immediate 
rovement of hearing and tinnitus are all 
it. 
That changes may occur in the 
tissue or connective tissue acting as a 
ective rather than a pathological, and 
lesions may occur. 
mention this drug because I know that a 
many men are using it indiseriminate- 
specially general practitioners, and three 
= came to my notice with these disastrous 
its. 
st case: The doctor pres¢ ribed thiosina- 
to a patient complaining of a 
ring in her ears. The patient had a com- 
sated left heart following rheumatism. 
n after taking a few doses of thiosinamin 
len dilatation followed, which required 


terrible 


it six weeks before recompensation oc- 
ed. About two months later the patient 
n took some thiosinamin for her ears and 
same symptoms occurred with a much 
er process of compensation of the heart. 

case: A man complaining of deafness 
ringing was given thiosinamin. 
ns three times per day. Six months pre- 
is this man had an operation on his blad- 
for the removal of stone. Following the 


three 


use of thiosinamin the wound reopened and 


stula persisted for a long time. 
| case: A young woman had a perfora- 
of the eve and the iris healed into the 
nd. The eye was perfectly quiet for a 
ber of vears. In the other eve she had 
ar in the corner, for which thiosinamin 
given to clear it up. While the scar in 
cornea showed improvement in clearing, 
eve having a perforation, with the iris 
ed in, reopened, infection set in with fol- 
ng panophthalmitis, which required the 
leation of the eye. 
(he last two cases occurred in my prac- 
Several other cases were reported to 
vy gentlemen of similar conditions oc- 
ng. as, for instance, in an old tuburcular 


423 


individual, and this started up following the 
administration of thiosinamin. 
FERROTROPON., 

Whenever I am called upon to prescribe 
an iron product in arsenic cases associated 
with some ear, nose and throat effection, | 
usually do so by giving this pleasant iron 
preparation, which is easy to take anc shows 
very early results; causing none of the dis- 
agreeable symptoms of the teeth. However, 
it does cause constipation at times, owing to 
the chocolate it is mixed with. 

VIOFORM. 

A dusting powder where one is needed, 
preferable to the borax so common] used for 
this purpose, 

VERONAL. 

A most satisfactory and positive hypnotic 
without seriously effecting the digestion in 
the least, effecting no bad after effects have 
| observed following the use of it. 

A dose is from ten to twenty grains at bed 
time. 


92 State street. 


CEPS, ITS INDICATIONS AND 
RELATIONS TO FORCEPS AND 
VERSION. 
SCHMAUCH, M. D., 100 STATE ST., 
CHICAGO. 


BY GEORGE 


Obstetrical art is without doubt one of the 
medicine. 


most conservative branches of 
Semmelweiss’s discovery of the general caus- 
es of puerperal fever and later on applied 
bacteriology have exerted a most benign in- 
fluence on the management of labor. The in- 
dications for each operative act became strict- 
er, the operative procedures have changed 
but little. Asepsis during the last 10 years 
has become common property and this has 
increased the desire of operative interference 
with the physician as well as with the patient. 
Since then operative obstetrics has assumed 
a more surgical aspect. 

Quite a number of vears passed, before it 
became thoroughly understood, that a clin- 
ically prepared Caesarean section is a compar- 
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atively safe operation. Today this operation 
is relatively frequent. The young surgeon 
threatens not only eclampsia, but also pla- 
centa previa with Caesarean section. The 
objective observer is surprised by the strange 
results. Eclamptic women, operated by the 
general surgeon, nearly all recover, while the 
obstetrician, with selection of proper cases 
from a large number, is not able to save his 
patient. However, these surgical excesses are 
quite natural. For every momentarily suc- 
cessful operation, performed in the interest 
of woman and child, will always be appreci- 
ated by the patient and friends. The only ob- 
jection lies in the fact that the obstetrician 
works for the gynecologist. The patient is 
proud of having recovered from the serious 
operation, whose bad effects show but vears 
afterwards. It is this momentary success, 
which often induces the practitioner to oper- 
ate too early. Our proficiency in asepsis per- 
mits us to interfere instrumentally under cer- 
tain conditions only to facilitate labor. 

We all agree that the forceps is an exceed- 
ingly beneficial instrument in the hands of 
an experienced man, but becomes at once 
pernicious when handled with carelessness 
or ignorance. Most of our textbooks do not 
emphasize sufficiently that the forceps is a 
traction—instrument devised only for the 
head standing on the pelvic floor. 

For the beginner the conditions for appli- 
“ation of forceps cannot be often enough re- 
peated. They are: 

1. Complete dilation of the os. 

2. The membranes must be ruptured. 

3. The head must have descended to the 
pelvic floor, or at least be situated in the 
pelvis. 

4. Size and solidity of the foetal head 
must in some degree harmonize with the ceph- 
alice curve of the forceps. Hydrocephalus as 
well as the head of a macerated or immature 
foetus are not fit for the forceps. 

These conditions shall be present, when 
forceps is applied; only exceptionally the 
physician may depart from them. 

Concerning the indications of forceps we 
have to distinguish the obstetric indication, 
formulated by the teacher of obstetrics, by the 


school, from those which general practice | 
taught. School medicine demands low { 
ceps only in case of danger for mother 
child. To this scientific indication pract 
has added another one which justly has b 
incorporated into the general obstetric dis 
pline. This is delayed progress of labor ( 
ing stage of expulsion, in other words, reta 
ation of the expulsion of the head. 

The idea that low forceps is an operat 
without danger gave rise to the doctrine, t 
forceps is indicated, when under the aly 
named conditions the presenting head 
mains stationary for a period of two hoi 
This rule certainly precludes the existence 
an exceptional rigidity of the external ge: 
talia as cause of the delay. In case of an . 
ceedingly rigid vulva an episiotomy will g 
relief. If abnormal sensitiveness preve 
the woman from aiding the otherwise pow 
ful uterine contractions by abnormal pri 
ure, morphine or chloral will help more t! 
forceps. Application of forceps never \ 
prevent laceration of the perineum. ‘T 
hlades adapted to the head, augment its « 
cumference and endanger the perineum 
their sharp edges. 

The primary function of the forceps 
traction, it is very seldom used as a rotat 
In a good forceps for common use the tips 
the blades should be separated by a dista: 
of 2 em. We release and unlock the bla 
to allow the head to rotate in the fore 
Rotation by means of leverage can in rea! 
be secured in deep transverse arrest on 
where the head descends to the pelvic floor 
the transverse diameter. Rotation sho 
never be forced especially in oceipito-post 
ior positions. Here rotation will only be s 
cessful if the head is higher up in the pe 
and not yet moulded. 


The second indication for the use of | 
ceps is very lax. It varies very much with | 
individual obstetrician and according to coi 
try. This indication is often used to sa 
the doctors time rather than to spare 
mother pain. Strict observance of the aly 
mentioned conditions however will prev: 
serious harm to mother. Low forceps ope! 
tion per se is an operation, which can be ex: 
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ted, without endangering the life of mother 
child. 
\ccording to the more or less extended 
ication frequency of forceps varies in 
and 11, 6 per cent 
more. Osiander, a teacher of ob- 
in the thirties of the last 
the University of Tubingen, 
reported 2,540 deliveries with 
16 forceps, i. e. nearly 40 per cent. Spie- 
the clinic in Breslau 
+64 deliveries with 2 per cent forceps, part 
which were performed for teaching pur- 
se, hence without strict indication. Ahlfeld 
ind it necessary to apply forceps in 2.75 
r cent of 4,000 deliveries. Winkel in 3.08 
r cent of 20,604 cases. As to private prac- 
e—Bockelmann, a well known obstet- 
ian in Berlin, reported 3 years ago in the 
rlin Gynecological society 335 cases of for- 


rope between 1, 4 


cen- 
vy, at 
rmany, 
from 


herg 


reports 


ps in 15 years practice. Compared with 
lfeld’s statistic this would be equal to 
12,400 deliveries. Merkel, Nurnberg, reports 
per cent forceps, 940 deliveries in 10 years 
th 200 forceps. From this little report it 
evident, that external causes compel the 
vsician in practice to deviate from scien- 
¢ indications. 


v. Winkel, Munich, recently took occasion 
declare the foreeps, in accordance with 
lunchmeyer and Wahl, “the most bloody ob- 
trical operation.” He designates forceps 
an indispensable but hardly harmless in- 
ument. v. W. refutes our second indi- 
tion. He as well as some other German 
stetricians recognize only the endangered 
» of mother or child as indication for for- 
ps. Naturally his clinic as well as the oth- 
: observing this rule, have a larger mortal- 
of the children by forceps. v. W. has a 
rtality of 15.5 per cent, Dresden one of 17 
r cent, whereas other hospitals, which rec- 
nize our second indication, have a far lower 
te, namely: 4.7, 4.0 per cent. There is 
considerable difference in the mortality 
the mother. v. W. is in a way, right, when 
says that his big mortality rate is but ap- 
rent. The obstretrician, who delivers every 
nth parturient by forceps will certainly 
have a lower mortality of the children than 
‘one who applies forceps only 3-5 times in 


100 cases. v. W. wants the obstetrician to 
listen to the heart sounds every 10-15 min- 
utes. Notwithstanding such an exact control 
of the foetal circulation v. W. has a mortali- 
ty of 15.5 per cent. The condition of the 
child furnished the indication in 2-3 of all 
his eases of forceps. In consideration of this 
point and the better results at other clinics, 
one cannot help thinking that some of these 
children might have been saved by timely in- 
terference with forceps. It is hard to prove 
such an assertion by statistics. In comparing 
the absolute number of dead children after 
forceps-delivery with the total number of 
confinements, it will be seen that v. W. has 
lost 2 1-2 times as many children as Bonn and 
33 per cent more than Basel. How much the 
results in practice and hospital differ will 
become evident from a comparison of Bock- 
elmann’s (Berlin) and Munehmeyer’s (Dres- 
den) statistic. B. had in 61 cases of old 
primiparae (over 30 vears old) two dead chil- 
dren i. e., 3.3 per cent, whereas Munchmeyer 
had a mortality of 36.3 per cent in old prim- 
iparae. As statistics are influenced by so 
many factors, a comparison of a small num- 
ber of 5,000 confinements with that of a four 
times larger one, as 20,000 (v. Winkel) is 
not very just. Personal experience and judg- 
ment are of more weight in these matters. 


However no one will deny, that a child with 
normal heart-sounds, not impaired by pro- 
longed labor, has more chances to live through 
an instrumental delivery than the one with 
the weak circulation. The difficulty lies in 
our inability to determine how much time 
elapses between the controllable changes in 
the foetal heart-sounds and the starting of 
premature respiration. There is doubtless 
an individual difference in the vitality of 
the various children; the encircling of the 
neck of the child by the umbilical cord is 
another factor which we are not able to esti- 
mate. 


When other hospitals with a three times 
larger frequency of forceps-operation do not 
show a correspondingly lessened mortality, 
this is by no means a counter proof against 
the broader indication. Even if only a very 
small percentage of children is saved thereby, 
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without serious harm to the mother, we have 
gained considerably. How far an exceedingly 
delayed period of expulsion may harm the re- 
sisting powers of the maternal body is not 
within the limit of this paper. It is not nec- 
essary to be a fanatic adherent of Pinard’s 
words: “That the child has a sacred right 
to live and none, neither father nor mother, 
nor the physician or anyone else can deprive 
it of these rights.” At least one has to admit, 
that the child’s rights have to be placed at 
equal consideration with the mother’s demand 
for a healthy body after delivery. A careful 
physician will always consider both factors. 
Those, who regard the delayed expulsion as 
an indication, do not anxiously cling to the 
period of 2-3 hours. They wait 4 and 6 hours, 
when the deficiency of the powers of labor 
become apparent. Olshausen is perfectly 
right in saving “that the physician is not only 
duty bound, but also expected to shorten an 
exhausting and painful labor.” 


It is vastly different when the above named 
four conditions for application of forceps, 
are not present The simple and relatively 
safe forceps-operation becomes a serious un- 
dertaking, when forceps is applied to the 
head above the pelvic floor or when the head 
is presented in another than occipito-anterior 
position. It cannot be sufficiently empha- 
sized, that under these conditions the practi- 
tioner is not justified in using the forceps, 
unless direct indication, danger for mother 


or child calls for it. The more serious the , 


operation is the more urgent must be the in- 
dication. Incomplete dilatation of the os can 
be remedied by 4-6 slight incisions with the 
large curved Siebold scissors. Deep incisions, 
as recommended by Duehrssen lead to per- 
manent injuries and should not be employed 
except in case of real danger. Many a phy- 
sician returning from a confinement and crit- 
icising his own work, has come to the conclu- 
sion that he would have not applied forceps, 
had he known before how difficult it was. 
He naturally was quite certain about the in- 
dication in his case, but was deceived by the 
geographic position of the head in the pelvis. 
He undertook what was to be in his opinion a 
low forceps operation and in reality the head 


had hardly entered the mid plane of the pe 
vis. ‘The determination of the situation « 
the head offers the greatest difficulty in tl 
entire realm of obstetrics and only a large e 
perience gives correct judgment in this r 
gard. Despite this fact the most of our o 
stetrical textbooks are brief on this point ar 
give only few references, which may gui 
in practice. 

In vertex presentations the head is su 
posed to be situated on the pelvic floor, wh: 
on examination one can introduce one or tw 
fingers with difficulty between the head ar 
the pelvie floor. Palpitation through the a 
dominal walls reveals the curvature of t) 
foetal neck under or in the level of the sup 
rior pelvie strait. However there are son 
exceptions resulting from the varying heig! 
of the pelvie canal and the size of the hea: 

It is no true sign that the head stands o 
the pelvic floor. Palpation through the a 
ing the pains in the vulva, opened by the fi: 
gers, or when the examining finger com 
directly in contact with it. A large cap 
suecedaneum might easily prove the san 
finding, while the head is lodged in the mi: 
dle part of the pelvis or still higher. TT! 
head is situated in the so-called narrow pely 
plane, when there is sufficient space b 
tween head and pelvic floor to enable one 1 
reach the il spinae. The more of the int: 
rior of the pelvis allows’ of palpation, t) 
higher is the head, provided it is of norm 
size. Occasionally examination under anae- 
thesia only will reveal the exact situation o 


the head. False pride is in such a case ou! 


of place. A second anaesthetic followed ) 
an easy forceps will not do as much harm 
the parturient, as a thoughtless difficult op: 
ation. 


According to the station of the head a di- 
tinction is made between low, median an 
high forceps. A uniformity of the definitio 
of the latter one has so far not been reach: 


by the different nations. The term “high 


naturally is only a relative one. Doorlan 
gives in his textbooks a definition of “hig 
forceps” as an operation on the head at o 
above the pelvic inlet. Some Germans rv 
serve this name for that condition in whic 
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largest circumferance of the head has 
yet passed the pelvic inlet. Williams 

es the same definition. In addition to this 

he speaks of forceps on the floating head. 
Orhers think it justifiable to apply high for- 
cops in those cases only in which the head 
rely has passed the inlet with its largest 
umference. In contrast to the typical 
vie outlet forceps all these operations have 
ely been named atypical forceps. Every 
-tetrician will concede that the technique 
forceps applied to the head stationed in 
inlet is very different from the one after 
head has passed the pelvic girdle. This 
ration should therefore be defined in a 
nner which leaves no doubt of its meaning. 
would do very well in accepting the name 
pelvic inlet forceps, the “forceps au de- 

t superieur,” Beckeneingangszange, for 

: operation in contrast to the pelvic outlet 
‘eps. Forceps applied to the head situa- 
between these two extremes, medium or 
|-forceps, could then be called pelvic for- 

s, Beckenzange. High forceps on the 
lv movable head is in my opinion an error. 


(he question is, if a special instrument, 
iely the axis-traction forceps, is required 
the pelvic inlet forceps. The first models 
forceps as well as the Niemeyer-Hohl for- 
s, whose blades are solid, were designed 
the head resting on the pelvie floor. The 
her situated the head, the larger must be 
distance between blades and lock, other- 

the operator will not be able to perform 
extraction of the head. The demand for 
pecial instrument for the high standing 
1 may be traced back as far as to Oslander. 
oldest models of axis-traction forceps as 
mann’s Hubert’s second model, or Poul- 
s were devised for the purpose of pulling 
head through the pelvic inlet. We notice 
neral desire to have the tractive force at- 

the head at its greatest circumference. 
= is easily and we may say sufficiently 
plished by attachment of tractionrods 
he fenestra of the common long forceps. 
s-traction forceps constructed for this 
pose is best defined as “pelvic inlet for- 
-” and ought to be differentiated from the 
per axis-traction forceps. The latter are 


more complicated instruments and were de- 
vised to pull the head in the direction of the 
axis of the pelvis not only through the inlet 
but also through the whole pelvic canal. It 
need not be discussed again if it is possible 
at all that the center of the irregularly 
shaped head coincides at any time during 
labor with that of the caruscurve. The ob- 


jection raised by Kliehn that the advocates 
of axis-traction forceps intend to improve 


on nature by their instruments is not without 
foundation. In reality we are not able to de- 
termine exactly the curved course of the pel- 
vic axis. There is one shortcoming in axis- 
traction forceps and this undoubtedly exists 
in all proper models in that the foetal head is 
grasped so firmly by their compression-appa- 
ratus, that it loses its own mobility. Thus 
the directing influence of the walls of the 
pelvis and genital canal is entirely obliter- 
ated. 


According to the doctrine of the Schroe- 
der-Olshausen school the forceps should be 
adapted firmly to the head but at the same 
time forceps should permit the head to de- 
scend in such a way that its largest diameter 
coincides with the correspondingly largest 
plane of the pelvis. This natural procedure 
may occasionally be assisted by readjustment 
of the forceps. 


The principal advantage of axis-traction 
forceps is to be found in the direction of the 
tractive force, which is exerted directly on 
the head. Therefore the amount of force lost 
in the extraction of the head is reduced to 
a minimum and consequently a better grad- 
uation of the tractive force can be obtained. 
The truth of the statement of some obstetri- 
cians, that a common long forceps is sufficient 
to deliver the head stationed in the pelvic 
inlet may be conceded in many cases. Indeed, 
often but little force is required to press the 
head into the pelvis, as demonstrated by the 
Hofmeier-Fritsch method of manual impres- 
sion of the head. However the use of axis- 
traction forceps enables us to gage the degree 
of traction. In axis-traction the pressure of 
the head passing the inlet becomes distributed 
to the entire pelvic ring and is not exerted 
on the symphysis only, as in common forceps. 
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In a low pelvie canal a common long forceps 
might suffice especially if the lock of the for- 
ceps is grasped from below with the purpose 
of exerting a firmer traction downward. Not 
so in a case of considerable depth of the pel- 
vis, when the lock disappears in the vulva and 
even the skilled obstetrician misjudges the 
degree of force to be employed. A rupture 
of the symphsis, which happened to myself 
in a case of normal pelvis and oversized child 
has taught me a lesson for life and since then 
I prefer the axis-traction forceps. Rudaux, 
who gives a review of 98 cases of rupture of 
the symphysis, comes to the conclusion that 
this accident has become very rare since the 
introduction of axis-traction forceps. Anoth- 
er advantage lies in the smaller degree of 
compression of the child’s head than that pro- 
duced by the common forceps. For only a 
small part of the tractive force acts laterally, 
the main portion has a downward direction, 
(cf Budin.) I do not demand any more of 
an axis-traction forceps than to enable one to 
pull the head through the pelvic inlet in the 
direction of the axis. The further directing 
of the head is better and easier accomplished 
by a good common forceps. All models re- 
spond to this demand more or less. A. R. 
Simpson’s axis-traction forceps I know by 
personal experience and it has always satis- 
fied me. In later days I used a modification, 
devised by Zangemeister in Olshausen’s clinic, 
proposed before him by Matthaei and many 
others. The details of this instrument are 
described in the Cent f. Gynekol, 1899, page 
925. It consists of two rectangular shaped 
steel traction rods to be hooked into the blades 
of the forceps, a handle and a fixation screw. 
This is a very simple and handy instrument, 
as it can be attached to the common forceps 
and easily might be placed in every kind of 
obstetrical bag. I have employed it many 
times and it has replaced axis-traction for- 
ceps in the most satisfactory way. 

Despite the advantages of axis-traction for- 
ceps, used as pelvic inlet forceps, most of the 
German obstetricians still disapprove of this 
instrument. Menge only two years ago, 
called it in the Leipzig Gynecological society 
a murderous instrument. Ahlfeld, Spiegel- 
berg, Olshausen call it useless in their text- 


books. In their opinion the profit gained b 
high forceps operations is so far extreme! 
small compared with the harm done by son 
practitioners. 

It is not my intention to encourage t! 
practitioner to perform pelvic inlet force; 
operations. In my opinion this operati: 
should be reserved for the specialist. He alo 
is able to properly determine the indicatio 

The conditions which have to be observ: 
for a successful application of pelvic in) 
forceps are in the first two points the san 
as in low forceps. We will have to empl 
radiating incisions of the os quite frequent! 
as the high standing head rarely dilates t! 
os perfectly. The other two conditions a 
thus: 

3. The disproportion between head ar 
pelvic inlet must not be too great. 

4. The head shall be partially fixed in t 
pelvic inlet. Its size shall be adapted to 
size of the superior strait, in other words t 
head shall not float over the pelvic inlet b 
shall be moulded to a certain degree. 

Contraindications of the pelvic inlet f 
ceps are: 

1. Generally equally contracted pel\ 
In the more advanced degree of this ty; 
the passing of the pelvic inlet, does not 1 
move the difficulties of delivery, resulti: 
from the diminution of all the other pel\ 
diameters. If only the pelvic inlet is 
tracted, high forceps certainly can be us 
successfully. 

2. Pathologic presentations of the he 
in the pelvic inlet, as face and brow present 
tions, if manual correction cannot be acco 
plished, do as a rule with very few exceptiv 
contraindicate Ingh forceps. 

The impression of the head into the pel 
as recommended by Hofmeier-Fritsch, star 
in direct competition with pelvic inlet fore: 
operation. Great force can be exerted in t! 
way. If not performed in a very brisk m: 
ner, the danger of injury to the cervix is ) 
considered high, although there are so! 
cases reported. Some difficulty may be fow 
in directing the pressure perpendicularly 
the plane of the superior strait of the pel 
However it is advisable to try external i) 
pression of the head in every case, before a 
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ng the forceps. Any considerable stretch- 
in the lower uterine segment is a positive 
traindication to this maneuver. If it suc- 
= in bringing the head into the pelvis, 
mon may finish the delivery. 
ure does not imply that the head cannot 
lrawn through the pelvic brim by axis- 
tion forceps. 


forceps 


Pressure from above and 
tion from below have a different effect. 
compression of the foetal head in the 
tic blades of the forceps is much less than 
me caused by the palms of the hand. 
have endeavored to give some points re- 
ling the determination of the situation 
he head in the pelvis. 
cult to determine if the head is standing 
its largest circumference in the pelvic 
if it will pass or has passed it. The 
ility of the head depends upon the rela- 
of its size to that of the pelvic brim. A 
|| head and a large pelvis on a large head 
contracted pelvis may have the same ef- 
namely, the head remaining movable. 
former occurs only in uterine inertia. 
erally speaking, we might say, the head 
not passed the brim of the pelvis with 


It is much more 


argest circumference, as long as it stays 
able. The very minute this event is ac- 
plished, the mobility upwards ceases. 
movable head is easily lifted from the 
c brim, by grasping it between the two 
rs in the vagina and the other hand upon 
abdomen. Liquor Amnii will then es- 

It is understood that care 
n to prevent the washing down of the 
ilical cord. When the extended finger 
le to reach the promontory, the head is 


must be 


movable in the pelvie inlet and lias en- 
| it only with a smaller segment. Every 
imeter of descent renders a corresponding 
of the sacrum inaccessible to the examin- 
finger. If it is possible to reach the 
iontory with the bent finger only, then 
head is usually fixed in the pelvic inlet. 
he head and its caput succedaneum cov- 
the anterior surface of the first sacral 
ebra, the greater segment of the head 
generally passed the narrow point of the 


lowever, these findings cannot in all cases 


he absolutely relied on. The nature of the 


promontory, if more or less projecting, as 
well as the size of the caput succedaneum in- 
fluence the covering of the first sacral verte- 
The sit- 
uation of the head in the axis of the pelvis, 


bra by the head in a certain degree. 


if high or low, does by no means indicate 
whether or not the head has passed the inlet. 
Hence the advice to have the finger sweep 
from the inner surface of the symphysis 
around the head to the promontory and in 
this way estimate the segment of the head 
which has entered the pelvis. 


In multiparas with relaxed abdominal walls 
one may easily compare the engaged part of 
the head with the one standing above the 
pelvic brim. The most of the pelves in which 
high forceps operation is to be considered 
are flat. In all more advanced degrees of this 
variety of contracted pelvis the head presents 
itself to the exanunine finger in the so termed 
parieto-anterior presentation, the large fon- 
tanelle being the lowest point of the head, 
the point of direction. 
marks will 
namely: 1. 


The following land- 
facilitate matters in such cases, 

The distance of the temporal 
suture and the parietal eminences from the 
anterior pelvic girdle. 2. Comparison of 
the distance between sagittal suture and pro- 
montory during different phases of labor. 
This may well enable one to estimate aceu- 
rately, whether there is progress in labor, 
whether the largest circumference of the head 
has entered the inlet or not. The practitioner 
in determining the descent of the ‘head in 
antero-parietal presentations is the best 
guided by the small fontanelle. His first 
examination in a flat pelvis reveals the sinei- 
put low, the large fontanelle easy to palpate, 
whereas the occiput stands high and the small 
fontanelle can hardly be felt or not at all. 
If second examination allows palpation of the 
small fontanelle, we might say with great 
certainty that the head has or soon will over- 
come the resistance of the pelvic inlet. 


Another point to be determined in the ex- 
amination of the high standing head, is its 
size. Palpation of the fontanelles, estimating 
their size and distance from each other, aid 
us in gauging the size of the head. Ahlfeld 
has given the advice to measure the size of 
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the head directly with the pelvimeter, but 
the results are not very reliable. However 
the size of the head is not the only deciding 
factor, whether or not the head will pass the 
inlet. The consistency of the bones, the 
width of the sutures and the compressibility 
of the head are of great importance also. In 
every case due attention must be paid to the 
history of previous labors. 

In a multipara, who has born 1 or 2 chil- 
dren spotaneously, or whose children have 
passed the pelvic inlet at least without instru- 
mental assistance, we might expect the same 
in the present labor. If version has been 
performed, we are not yet permitted to as- 
sume, that high forceps will be successful. 
To determine the above mentioned points 
examination must be made with four fingers 
and in difficult cases under anaesthesia. The 
proper perception and accurate estimation of 
all these factors shows the skilled obstetri- 
cian. The same rule applies to common and 
high forceps, namely: Whenever instru- 
ments have been introduced into the uterine 
cavity, a speedy termination of labor becomes 
most desirable. A previous attempt at for- 
ceps, especially if made by someone, whose 
aseptic technique cannot be judged with ab- 
solute certainty, should always be regarded 
as indication to deliver the parturient. The 
obstetrician must be well aware, that if. he 
has tried foreeps unsuccessfully and the child 
is still alive and viable, only symphysiotomye 
or pubiotomye will save it. The proper time 
for version is past, when pelvic inlet forceps 
comes into consideration. Since Caesarean 
section is out of the question, perforation only 
remains, when the parturient does not con- 
sent to either of the above operations. In 
some very rare cases, in which danger to the 
mother gives the indication for immediate de- 
livery, and the vitality of the child is lowered, 
when high forceps has failed, perforation and 
craniotomye has to be resorted to. 


The life of such a dying child cannot be 
considered equal to that of a vigorous baby. 
However, today, scientifically as well as eth- 
ically, perforation of the living child has to 
be rejected and is justly regarded as a lack 
of obstetrical skill, except in such cases where 


parental permission for the child-saving op. - 
ation is refused. 


How shall we apply forceps to the hi: 
standing head? In order to properly ins 
the blades the “half hand” is to be used a 
special care has to be taken that none of 
soft parts of the pelvis be caught in the gr 
of the blades. Complete anaesthesia and | 
placing of the woman on a table is absolu! 
necessary. The modern bed is not at 
useful for it is too low. 


There seems to be a great diversity of 0} 
ion how the blades shall grasp the lh 
Hirst recommends to apply them, if possi 
at the sides of the foetal head or at least 
liquely. This is in my opinion equivalent 
a misconception of the actual conditions 
least as long as the head has not yet pas 
the inlet. Olshausen, Nagel, Wolff, Traut! 
advise transverse application. Budin re 
mends to apply axis-traction forceps tra 
versely or obliquely. According to him 
transverse application prevents a firm gi 
of the head, because the blade embracing 
occiput, strikes with its tip against the 1 
of the child and consequently does not 
main in place. However, this objection | 
not stand the test. As stated above, pelvic 
let forceps is used chiefly in flat pelves. 
this form of contracted pelvis the foetal | 
enters the inlet generally with the sin 
lowest. In consequence the high stand 
occiput completely fills up the curvatur: 
the blade and forceps is firmly adapted to 
head. In most cases of flat pelvis the sag 
suture approaches the transverse diamet: 
the pelvis more than the oblique. Co 
quently we will have to take this hint | 
nature and draw the head through the p 
girdle in this position; in other words. 
will have to apply pelvic inlet forceps al 
iransversely. I cannot understand how 
possible to produce effective traction, w 
axis-traction forceps is applied obliq: 
Any strong traction on the blades applied t\'- 
way, will dislodge them. The levers of a 
traction forceps on which the force acts 
connected with a movable handle; furt 
more the woman is in dorsal position. T! 
two facts make traction in any other t! 
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ntal direction impossible. Tractive force 
th any other application of the blades will 
lateral 
| then the blades adapted with great pains 


rtly be transformed into pressure 


| danger to the sides of the head obliquely 
| be forced back into the transverse diam- 
An attempt to rotate the 


] 
Ole 


of the pelvis. 
in the pelvie inlet by means of an 
iely applied forceps must be strongly re- 


ted. 


This diversity of opinions can be explained 
the variations of the operation itself. 11 
head is standing with its greatest circum- 
nce in the pelvie ring 
the | 


grasp the head obliquely. 


or has passed it, 


even transversely applied 


In these 


forceps 
Cases 
sagital suture generally runs obliquely. 
vic inlet forceps, as defined above, shall 
ays be applied in the transeverse diameter 
he pelvis, here alone is sufficient room for 
oduction of the blades without harming 
mother. The left blade after introduction 
st be held by an assistant. 
to the 


handles fixe d by 


After adapta- 


head the blades are locked and 


the screw. <A slipping 
he blades should not occur, if it does it 
ild be noticed in time and one may infer, 
there is greater disproportion between 
head and the pelvic canal than expected. 
lades of the instrument used for pelvic 

forceps are sufficiently broad and their 
stra large, the head will in most cases be 
sped firmly. 


Low 


long shall tractions be continued, 


t force should be exerted ? The first trac- 


should ly 


made with the utmost care. 
always consider that the force 
‘loved acts directly and therefore is more 
The traction indicates, 
ther the blades have a firm grip on the 
al head or not. 


should 


tive. first also 
The tractive force may 
slowly increased; the single traction cor- 
min- 
6-8 tractions as a rule suffice to bring 
Door- 
. in discussing the question of anaesthe- 
in forceps-operations, states that it is 
ivs necessary in high forceps, for “this op- 


onding to each pain, may last 1-2 


head down into the pelvic canal. 


on requires traction for at least one or 
hours” never required more than 6 trac- 


tions and in my opinion the extension of nar- 
cosis and operation for such a long period 
involves great danger to mother and child. 
Traction ought to be exerted in a line as near- 
ly as possible coinciding with the axis of the 
so-called directing line 
We therefore try to direct the 
downward as possible. It is 


parturient canal, the 
of the pelvis. 

traction as far 
ueither necessary to pull backward nor to 
place a speculum in the vagina for its protec- 


tion. According to the investigations of Nae- 


gele and Weber we assume in the erect stand- 
ing woman inclination of the pelvis of about 
15 degrees. In a woman placed on a tabl 
with her limbs spread and hanging down, this 
inclination will be increased to 90 degrees, 
so that the plane of the pelvic inlet becomes 
As the 


vertebra has an almost straight 
of the 


horizontal. sacrum to the extent of 


its first thre 
that 


course, part axis of the pelvis 


which has to be considered in pelvic inlet 


lore e] 


straight line, running perpendicular to th 


s operations may be regarded as a 


plane of the pelvic inlet. Thus it becomes 


apparent, that we ought not to direct the trac- 
that Walcher’s 
posture we should rather pull perpendicularly 
In flat pelvis the head is rolled 


tion backward, and even in 


downward. 


into the pelvic canal by rotation around the 


symphysis as a fixed point. Backward trac- 
this 


tion would hinder mechanism rather 


than aid it. 
Whether the head 
venerally noticed during tractions. 


is descending or not is 


One may 


very well say, it can be felt. Sometimes wi 


are able to control the progress by inspection, 
as part of the head 
vulva, distended by the blades of the forceps. 
As soon as the child’s head has descended into 


becomes visible in the 


the pelvic cavity, the axis-traction apparatus 
After 
tion has revealed the direction of the sagittal 
suture, the blades have to be readjusted, even- 


had best be removed. a new examina- 


tually rotated and labor is terminated in the 
ordinary way. 

Many a practitioner will not see the use of 
all these details in diagnosis, but simply de- 
clare that he never performs high forceps op- 
eration, preferring podalic version. I am 


sorry to say, that even textbooks share this 
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opinion. Olshausen justly declares it a lack 
of judgment, to consider version and high 
forceps as rivals in the management of labor 
in contracted pelvis. Marx read a paper at 
the New York Obstetrical Society, “Version 
or forceps—which?” M. asserts “that the 
position of the head, entirely above the brim, 
freely movable or not, as the case may be, or 
the head engaged by its smaller segment, 
whether or not movable, constitutes the only 
true high forceps application and this is in 
accordance with the teachings of the entire 
German school.” I do take the occasion 
here, to remonstrate against this misstate- 
ment. The question of high forceps or ver- 
sion does not depend upon individual experi- 
ence, but only upon indication, relative size 
of pelvis and head and its anatomical posi- 
tion. G. T. Harrison objected in the discus- 
sion in perfect accordance with the leading 
German doctrines against the title of the 
paper. High forceps and version exclude 
each other. If the head is movable in the 
pelvic inlet, version is the operation, which 
alone meets the existing indication for deliv- 
ery. Whereas, when the head is hardly mov- 
able in the pelvic inlet, when it is moulded 
and adapted by the uterine contractions, high 
forceps is the only method. Podalic version 
in such cases is a dangerous experiment. We 
read about old time obstetricians, who by 
their manual skill have accomplished version, 
when the head was fully engaged in the pelvis 
and even nowadays some few boast of this 
maneuver. This kind of operation is not a 
sign of obstetrical skill, but me rely a blunder. 
The head, engaged in or passed through the 
inlet, can be removed from its position only 
by manipulations requiring a good deal of 
time. Hereby the life of the mother is un- 
necessarily jeopardized ; in the first place by 
the overdistention of the cervix and secondly 
by the possibility of infection. This naturally 
increases with the amount of time consumed 
by the manceuver. 

So far we are not as yet able to keep our 
hands sterile for a protracted period of time. 
Even the use of rubber gloves, which in my 
own experience | have found very servicable 
in version, does in no way protect against the 


danger of an import of vaginal germs int 
the uterine cavity. Both operations hay 
their advantages. Both have their exclusii 
field of application. The territory of versi: 
in contracted pelvis (flat pelvis), the = 
called prophylactic version, is much larg 
than that of high forceps. The operation p 
se doubtless enables us to overcome a m 

advanced degree of obstruction. Even { 
physician, who is not an adherent of a wa 
ing policy in the management of labour 

contracted pelvis, will always have enoug 
cases left, in which high forceps operati 
will have a life saving effect either for mot 
or child. These are the cases of flat pel 
1. In which the physician is called after 
bag of waters has ruptured. 2. 


I 
In wh 
premature labor has been induced. 3. Thy 
where he has-decided upon a waiting pol 

If call d early to a case of considerable di 
nution of the inlet-—a conjugata vera of | 
5 cm.—version, as the operation of cli 


performed at a time when the os is fully 
lated and the membranes still intact. follow 
immediately by extraction, is in multipa 


the procedure which has the best results 

mother and child. Version, if done bh 

skilled hand, is an operation without dang 
to the mother. It saves her as well as 

child the injuries of a prolonged labor. ¢ 
the other hand the life of the child is het 
endangered, as the time given for mould 
of the foetal skull and adaptation to th 

formity of the inlet is insufficient. Quit 
considerable percentage of the children bi 
with depressions or infractions of the cep! 
hones die during the first week after 

J. Simpson’s assertion, that the afterco) 
head passes the narrow inlet easier on ace 
of its wedge-shayx is today generally acecy 
The method of Smellie-Veit for deliver 
the aftercoming head (in some localities 
ter known as Mauriceau’s method) « 

us to direct the proper engagement o! 
head in the pelvie inlet. Here traction 
directly on the head (floor of the mouth 
neck of the child). Thus considerable yx 
is exerted which might still be increased 
outward pressure by an assistant and is 


combined with Walcher’s posture. 
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It is quite different in a primipara. The 
rhtness and rigidity of the soft parts here 
ially prevent rapid work. Winter's state- 
nts. which are based on the large material 
the Berlin woman’s hospital show a mor- 
ity of 44 per cent of children in primiparas, 
ivered by version, whereas in 14 primiparas 
th contracted pelvis, delivered by high for- 
s, he only had two dead children—14 per 
t. Some obstetricians, for instance, Broese 
serlin, who evades the difficulties in primi- 
ras by deep incisions of the vagina and the 
rineum, succeeded in reducing this high 
rtality in version in 10 cases to 20 per 
t. Notwithstanding thes results 
have no right to depart from the four indi- 
ions for version in primiparas with con- 
ected pelvis, formulated by Winters They 
1. Prolapse of the umbilical cord. 
Prolapse of the extremities, if they can- 

t be replaced. 3. Permanent unfavorable 
sentation of the head. 4. Absolute stand- 
| of labor and the condition of the mother. 
condition of the child cannot justly bh 
sarded as an indication for version as pro- 
sed by Broese. 


a « rd 


We perfectly agree with 
nter’s observation, that, when a disturb- 
e in the plancetal circulation indicates the 
ivery, those children born hy version as a 

die during the performance of this oper 
mn, while those extracted by fore ps, live, 


\ 


The high mortality and the diffieulty of 
operation itself are the reasons why ver- 
n should always be an exceptional proceed- 
in primiparas. 
ild not he 


Prophylactic version 
resorted to in these cases. 
ice high forceps has a much larger field in 
niparas. It is the only operation, which 
vers the mother without inflicting serious 
iries on the soft parts and therefore might 
tly be emploved, when the life of the child 
n danger. It is worthy of note, that men 
large experience in private practice as 


Ficischlen and Bockelmann, discussing 


Broese’s paper took occasion to support our 


1 
Vs. 


’ some physicians report, that they have 
vered by version in cases, when labor could 
be terminated by high forceps, reason 
efore may be found in the fact that these 
n did not sufficiently consider the condi- 
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tions for application of high forceps and 
simply applied the latter too early. Such 
results do not entitle us to infer, that high 
forceps and version are competing operations 
in treatment of contracted pelvis. 

Pelvic-inlet forceps may be considered in 
all those cases, in which the passage of the 
head is obstructed or delayed. 

The passing of the head is impeded: 1. 
By dimunition of the antero-posterior diam- 
eter of the superior strait of the pelvis, as in 
all forms of simple flat and rachitic pelvis. 
The same effect is produced by an oversized 
or exceedingly hard foetal head in a normal 
pelvis. 2. By uterine inertia we sometimes 
observe that in multiparas, though there is 
no considerable disproportion between head 
and pelvis, the head does not descend in the 
pelvic canal. In these cases dilitation of th 
os generally is incomplete and the foetus fre- 
quently undersized, here high forceps exceeds 
version in safety. This is the only time when 
high forceps may be applied to comparatively 
movable head. The application of high for- 
ceps in placenta previa, as recommended by 
some authors, deserves strong opposition. In 
some very few cases of low attachment of the 
placenta, in which we thought rupture of 
the membranes sufficient to stop hemorrhage, 
high forceps might be of value. The engage- 
ment of the head might in those cases occa- 
sionally be delayed by the insufficieney of the 
pains with a severe hemorrhage as the result. 
If the os is sufficiently dilated, high forcens 
will at times save the life of th 
prevent further hemorrhage. 


child and 


t aie 


Uterine inertia is observed quite frequently 
during induced premature labor, in prema- 
ture rupture of the bag of waters and spon- 
taneous premature labor, in corrected fac 
and brow presentations and finally in som 
which the foetal head 
antero-posterior diameter of th 
Manual 
these irregularities usually secures spontane- 
ous delivery. Cessation of the pains and en- 
suing danger to th 


cases, in enters the 
pelvis with 


its longest diameter. correction of 


mother, mav necessitate 


high forceps. It is chiefly the uterine inertia, 
which forces us to pelvic inlet forceps in the 
flat pelvis. It occurs comparatively frequent- 
lv in multiparae, 


with pendulous abdomen 
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and in most of these women an abnormal in- 
clination of the pelvis mia also be noticed. 
The parieto-anterior presentation of the 
head is no hindrance to pelvic inlet foreeps- 
operation, it requires no correction. In pari- 
eto-posterior presentations, when the head is 
impacted in the inlet, perforation of the liv- 
ing child should never be done, before axis- 
traction forceps has been tried. Just as well, 
as spontaneous delivery occurs sometimes in 
this presentation, pelvic inlet forceps too 
might secure birth of a living ehild. 
Statistics of high forceps operation at our 
command, are so far of little use in the valu- 
ation of the operation. The indications vary 
with the different schools. Attempts at for- 
ceps, forceps on dead and dying children are 
all included in these reports, necessarily in- 
fluencing the mortality rate. Even a general 
understanding of pelvic inlet and high for- 
ceps as formulated above is wanting. More- 
over the various statistics from university 
hospitals bring the results of different opera- 
tors, of the beginner as well as the skilled 
obstetrician. Budin reports 63 axis-traction 
pelvic-inlet forceps, operations from the ma- 
ternité in Paris, with a mortality of 18 chil- 
dren i. e. 30 per cent, 6 of these were dead 
before the application of the forceps. De- 
ducting these 6 cases, the mortality rate 
would be reduced to 16 per cent. All moth- 
Eckhart, in a recent report, 
reviews the forceps operations done in the 


crs recovered. 


dispensary during 10 years in Olshausen’s 
clinic. 140 forceps with a mortality of chil- 
dren amounting to 35.74 per cent. 24 high 
forceps in contracted pelvis gave a mortality 
of the children of 25 per cent. 6 dead chil- 
dren, 5 of them perforated, 2 of the mothers 
died. Winter’s much better results from the 
same hospital have been mentioned above: 
Minchmeyer reported 19 cases with 21 per 
cent dead children and all mothers living. 
Toth, from ‘Tauffer’s clinic in Budapest, 
states 34 cases of high forceps. Mortal- 
ity of the mothers 2, 9 per cent, of the 
children 20, 5 per cent. Attempts with 
consequent perforation are not included. A 
more recent report from this hospital tells 
of 23 high forceps operations, with a chil- 
dren’s mortality of 22 per cent. These sta- 


tistics include all the children, which dic 
within 10 days after delivery. Tauffer f 
lows the same principles and indication 
which are given in this paper. Nagel (Bi 
lin Charité) one of the first advocates 
axis-traction forceps reports 28 cases of hig 
forceps in contracted. pelvis, amongst th: 
9 primiparae with 19 living children (p: 
forations included). Wolff, from the sai 
hospital, reports 69 cases of contracted yx 
Mortality 
the children 29 per cent; one of the moth: 
Deducting the unsuccess! 
attempts, Wolff's child mortality is reduc 
to 14 per cent. 


vis and axis-traction forceps. 


died of sepsis. 


A comparison of the results of prophyla 
tic version and high forceps is not possib 
For the latter is often undertaken as a |: 
resort before perforation, whereas prop! 
lactic version usually is performed before t 
hag of waters is ruptured, with the child 
best condition. Prophylactic version is u 
dertaken with the intention of overcomi: 
the diminution of the pelvic inlet, and | 
to be regarded as a therapeutic factor in t 
management of contracted pelvis. Pelvic i 
let forceps can not be considered as such, | 
it only comes into play to aid nature, al 
the head has been moulded by. suffici 
pains. 

Kliehn gives the general average of chi 
mortality after high forceps as 30, 3 p 
cent. After deduction of attempts follow: 
by perforation this rate comes down to 1° 
1 per cent. In my opinion child mortali 
ranges between 17 and 20 per cent. It is « 
ident that the high forceps mortality is low 
than that of version (general mortality 
children after all versions is 44.5 per cent 
in fact it ought not to exceed very larg: 
common forceps mortality. 

The various reports of high forceps op 
ations agree as to the uniformly low mater: 
mortality. The researches of Walthard ha 
furnished a positive foundation for our cl 
ical experience in puerperal infections. \' 
were perfectly right in regarding the’ unus 
ally protracted labor with its consequence 
the crushing of the tissues as a main fact 
in the development of infections. We now 
days know, that it is not the operation n 
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intsruments, but chiefly the prolonged 
ior, Which favors the so-called “autoinfec- 
n.” It is the general teaching of the 
hroeder-Olshausen school, that high for- 
s should not be used, except when the life 
the mother is directly threatened. The 
akening of the foetal heart sounds de- 
nds high forceps operation just as little 
symphysiotomy or pubiotomy. Olshaus- 
adds that danger to the child and uterine 
rtia may give an occasional indication for 
h forceps in contracted pelvis. If we take 
ect danger to the mother as the only in- 
ation, then the application of high forceps 
| be rare indeed and many operations will 
mere formal attempts, preceding pertor- 
on. This reserves the operation for diffi- 
t and desperate cases only and the statis- 
: must be according, (cf, Eckhart Berlin). 
r the less skillful man, it naturally is hest 
follow that indication. Only large experi- 
e and proper knowledge of the proportions 
ween the head and the pelvic canal, per- 
as further indication the threatened foe- 
life, as heralded by passage of meconium 
several hours combined with a sinking of 

foetal heart’s action. For the experi- 
ed man it is but a step farther to apply 
vic inlet forceps, if labor remains station- 
for a number of hours. The observation 
the above named four conditions is under- 
id. As in common forceps operation, it is 
absolutely necessary to wait until there 
ses direct danger to foetal or maternal life, 
there is a possibility to deliver by pelvic 
et forceps, without serious harm to mother 
hild. Especially in the flat pelvis we 

quite frequently a sudden cessation of 
pains, following a prolonged period of 
ng pains, which have dilated the os and 
ilded the head. Any kind of narcotic ad- 
istered, procures sleep for such an ex- 


sted woman during some hours and many 
= the renewed and 


more effective con- 
tions brought on after the rest, will expel 


child. 


ut the question is, can we rely on this? 
| we expose the tortured 
rs to another period of suffering. 


for 
In my 
If the child’s head can pass the 
ructed inlet then there must be a possi- 


woman 


ion, no. 


bility of pulling it through by axis-traction 
forceps. The more contracted the pelvis, the 
more advanced labor must be, atid the more 
moulded the foetal head, if we may expect 
to employ pelvic inlet forceps successfully. 
It is not possible to state an exact lower limit 
of contraction for pelvic inlet forceps, as lit- 
tle as for inducement of premature labor or 
prophylactic version. A conjugata vera of 
7 cm. represents probably this limit. 


Every experienced obstetrician knows, that 
even after the head has passed the inlet of the 
flat pelvis, the life of the child is still in the 
balance, particularly in cases of difficult and 
prolonged labor. We are anxiously watch- 
ing the foetal heart sounds in such cases, the 
forceps is ready to deliver, if necessary. We 
know very well that the three or four pains, 
necessary to expel the child, sometimes do not 
appear in time. But despite our care many 
a child dies during this second stage of labor. 
It can not be disputed, that a child delivered 
by pelvic inlet forceps, might as well be borne 
On the other hand should 
the skilled obstetrician subject mother and 
child to all these dangers? This must be 
When the general 
conditions for application of the pelvie inlet 


spontaneously ° 


answered in the negative. 


forceps are present and labor is abnormally 
delayed, the obstetrician has a right to term- 
inate it. It should never be attempted without 
sufficient and well grounded confidence in 
the successful Direct danger 
to maternal life furnishes the only exception 
to this rule. 


termination. 


In those cases the mother must 
be delivered, without regard to the life of 
the child. These are diseases of the heart, 
kidneys, eclampsia, psychosis, tvmpany of 
the uterus, high fever combined with accel- 
erated pulse and threatening uterine rupture. 
In multiparae with movable head, version is 
preferable under these conditions. In all 
cases of considerable distention of the lower 
uterine segment or in primiparae, pelvic in- 
let forceps is the proper operation, competing 
only with pubiotomy. Under these condi 
tions, as well as in pathological presentations, 
the operation represents nothing more than 
a mere attempt and this should not prejudice 
one against the benefit of peivic iniet forceps. 
Everyone will think it perfectly absurd to 
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try a pubiotomy in a case with absolute indi- 
cation for Caesarian section. However, many 
obstetricians still expect wonders from axis- 
traction forceps. In their opinion the latter 
can overcome any grade of disproportion be- 
tween head and pelvis. 

I personally have ben well satisfied with 
the results of pelvic inlet forceps and have 
gradually extended my indications. My last 
10 cases, of which notes are still in my hand, 
have not shown any serious harm to the 
mother, excepting a complete tear of the 
perineum in a primipara, caused by the nec- 
essarily rapid development of the shoulders 
of the overgrown child. (This operation 
was done with a common forceps). Three 
of the women were primiparae, 8 of these 
cases were observed in Berlin in dispensary 
practice, two in Chicago. One child died at 
the end of the first week. It was a weak 
child and its death cannot be charged to 
the forceps. Four of the children presented 
deep pressure marks on the head from the pel- 
vis. In one of them the mark measured 8 em. 

Most of the pelves were flat, conjugata 
diagonalis 10-101 cm. In two cases with 
small children, the intrauterine colpeurynter 
was used on account of uterine inertia. Some 
of the women had been in labor for 3-5 days, 
one had been deserted by her physician. Pro- 
longed labor and insufficieny of the pains 
were the main indications in my cases. In 
one case only do I find notes of a weakening 
of foetal heart sounds. It is the case of the 
complete tear of the perineum. Meconium 
had passed from 6 of the children for several 
hours. 

To summarize the indications for pelvic 
inlet forceps: 

1. Direct danger to the mother (here an 
attempt only is permitted). 

2. Danger to foetal life. Sinking of the 
foetal heart sounds, while meconium passes 
for hours. 

3. Complete standstill of labor due to 
uterine inertia. In other words, when fixed 
head remains stationary in pelvic inlet for a 
number of hours because pains are not force- 
ful enough to press the head through the 
inlet. 

Second and third indication are only jus- 


tified when the above named four conditio: 
for high forceps are present. 

Whoever adheres strictly to these con 
tions will discover that pelvic inlet force 
with these additional indications is a m¢ 
beneficial operation. In many cases of flat 
pelvis he will save the life of the child. | 
furthermore will spare the mother a gr 
deal of exhausting work and shorten h 
labor at a time most critical to her and | 
child. 
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EVERET E. TRACY, M. 


te physician in charge Illinois State Penitentiary, 
Joliet, Til. 


D., CHICAGO. 


Tuberculosis is a disease that necessarily 
\ires for its treatment plenty of fresh air 
th good hygiene and sanitation, part of 
not all can be obtained in the ordinary 
son; however, in order that tuberculosis 
be stamped from our prisons it is nec- 
~ary that the physician in charge carry out 
most rigid hygiene and sanitation possi- 
To do this it will be necessary to first 
onstruct the cell houses and place them in 
nore sanitary condition. I quote from the 
report Joliet Penitentiary, 
“The two wings of the penitentiary 
tain 900 cells in which to take care of 
0 or more prisoners. It is necessary, 
refore, to put two prisoners in many of 
cells, which are only 7 feet long, 7 feet 
zh, and 4 feet wide; and we feel that we 
present the matter no more forcibly than 
quote from our last biennial report and 
that: When one thinks of two men 
nding never less than 14 hours each day 
ring six days of the week, and on the sev- 
h day nearly twenty-one hours, in a space 
reduced, and with a slop bucket in the cell 
their use in responding to calls of nature 
ch no care can prevent from being offen- 
and pestilential in every sense of the 
d, he is compelled to ask what excuse the 
it State of Illinois can offer for com- 
ing the management of this penitentiary 


nmissioners’ 
>. 
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to so deal with men who are required by law 
to serve sentences here, that they must cat, 
rest and sleep in quarters so contracted, so 
repellant, and so utterly unfit for the pur- 
pose, that their very existence is a disgrace to 
the State that permits it.” 

Here we only get the layman’s view of it, 
but he cannot understand 
tremendous amount of infection that accu- 
mulates under such conditions and the meth- 
ods by which it travels. 

In making my first inspection of the cell 
houses at Joliet, | found them to be of the 
old block stone type, the roof built flat with 
the cell blocks preventing any circulation of 
air. ‘This was compensated for to some ex- 
tent; in the winter by forcing with a large 
fan fresh air over steam pipes to a ventilator 
in each cell. In the summer by reversing 
the fan the foul air was withdrawn; regard- 
less of this, at night the air was verv foul 
and contaminated. 


or conceive the 


I at once made a protest against this con- 
dition and requested that something be done 
to give better ventilation; which during my 
service was partially accomplished by put- 
ting a new roof on the east wing, designed 
by the State Architect, so as to extend well 
up over the cell blocks, with many ventilators 
at the top giving a perfect circulation of air. 
This was completed at the latter part of my 
service and reduced the number reporting at 
sick call from this section of the prison to 
such an extent, that I immediately recom- 
mended to the board of commissioners that 
a new roof of the same construction be put 
on the west wing; which suggestion I again 
made in my biennial report. I am given to 
understand this was completed this year. 

A dinng hall was under construction dur- 
ing the latter part of my service which is 
completed and now in operation. This does 
away with the men eating in their cells. 

These improvements should reduce the 
mortality at Joliet prison much lower in the 
future than it has ever been before. 

In prisons where tuberculosis is on the in- 
crease, men are confined in such close quar- 
ters that it is but a short time until the new 
inmates contract the disease. Some of these 
prisons have no hospital facilities whatever, 
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either for general or tubercular cases. Usu- 
ally an old building is utilized as a hospital 
with no idea of sanitation, as was the case 
in one of the prisons | visited. This build- 
ing contained one large ward in which all 
both and medical, 
placed, so close together that the cots al- 
most touched each other. Most of the med- 
ical cases in this hospital (7) were tubercu- 
lar. 
that 
crease, but there was no way of retarding it. 


cases, surgical 


were 


The prison physician confided to me 
tuberculosis seemed to be on the in- 
How could it be expected to stamp out a 
contagious disease under such conditions ? 
Tubercular patients must be isolated more 
particularly in prison than anywhere else. 

The States owe it as a duty to the non-in- 
fected members of their community, in mak- 
ing the sanitary conditions of their prisons 
the very best, in order to stamp out these 
hot-beds of contagion. 

Convicts sentenced for only a short time 
enter these institutions, contract tubercu- 
losis, serve their sentence, are discharged 
and roam about at large to spread the dis- 
ease and die outside the prison walls. 


I quote from my biennial report of the 
Illinois State Penitentiary, Joliet, Sept. 30, 
1902: “Tuberculosis, that dreaded of all 
prison diseases, was reduced by my predeces- 
sor 50% and of which I have now reduced an 
additional 3314%, making the lowest death 
rate from this disease in the history of the 
institution; the death rate from all diseases 
has been brought down to a little over 1% 
and as the records show that 31% give a his- 
tory of tuberculosis, either inherited* or ac- 
quired, some already advanced in the last 
stages, and 15% a history of syphilis, it is 
safe to say that the death rate is practically 
nil, that is, much smaller than in-a commu- 
nity at large that is broken down, poorly fed 
and suffering from disease the result of de- 
bauchery, as the average criminal is on the 
outside.” 


Referring to the following table taken 
from my biennial report of same date, it will 
be seen that the deaths from tuberculosis are 
1%, of 1%, the remainder being caused from 
other diseases. 
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Comparative statement for fourteen vear- 
from 1888-1902: 


number of 


Year ending. 


1899 
1890 


Sept. 30, 
Sept. 
Sept. 
Sept. 
Sept. 
Sept. 
Sept. 
Sept. 
Sept. 
Sept. 
Sept. 
Sept . 
Sept. 
Sept . 


1892 
1893 
1894 
1895 
1896 
1897 
1898 
1899 
1900 
1901 
1902 

This makes during my service a total 
31 deaths from all causes, 15 of which wi 
due to tuberculosis. 

Too much care cannot be exercised in t 
inspection of the cell houses, if they conta 
the old bucket. Some of the creolin con 
pounds should be used, and the same sa 
of all closets in the cells, even whe 
they have running water. After the bucke 
were carried out and emptied they were wi 
washed with a creolin compound and e) 
posed to the air all day. 

After the men left for work the cell hous:- 
well ventilated, galleries and __floo 
scrubbed with soap and sand and thorough 
flushed out. The bedding taken out fr 
each cell and allowed to air. In the winter 
it was impossible to allow the ventilating 
last long, as it would chill the stone blox 
to too great an extent, but in the summer 
was continued all day. 


were 


The shops were inspected every day; h« 
cuspidors were furnished, filled with dan 
sawdust, emptied every day and burned. 

In making this routine inspection, if I s 
a man who showed signs of anaemia, he w 
ordered to sick eall at once, where he I 
ceived a thorough physical examination, a) 


*Prison Records call for a History of Heredity. 
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hough there may have been no further 
than this condition, 
re was always the suspicion that it might 
the beginning of the disease ; consequently 
was given the benefit of the. doubt and 
nsferred to the yard at once. 


ns of tuberculosis 


Che tuberculin test never adminis- 
ed; however, I believe that here it would 
of the greatest value, as it would make an 
ly diagnosis and save a great many that 
ild otherwise go on to the advanced stages 
liscovered ; furthermore, it would make a 
ferential diagnosis between the soap eaters 


was 


ho are a class of convicts wishing to get 
ir work changed and have an easy “job” 
the yard, eat a certain amount of soap 
h day until they become very anaemic and 
emble in many respects the patient with 
beginning anaemia of tuberculosis. 


\gain, it would give the diagnosis long 
ore the tubercle bacilli could be found in 
sputum, which when found in a prisoner 
ally means death in a short time. 
\t the Indiana Reformatory, Dr. H. C. 
ip, physician in charge, together with Dr. 
vett V. Reed* of the John Hopkins Hos- 
al, have carried on a line of experiments 
which they show that out of 965 men in 
institution who received a physical exam- 
tion, 24 were found to be definitely tuber- 
ir and were not tested with the tubercu- 
The remaining suspicious cases were 
ted with the tuberculin, of which 102 gave 
efinite tubercular reaction, making a total 
102, or nearly 13%. 


\fter ordering a man up and giving him 


thorough physical examination, if he 
wed any roughness at the apex of the 
gs or any of the other signs of tubereu- 


nged 


ordered his work 
the vard. 
re he was kept in the air during working 
rs, and if there was not enough work 
it the yard for all I transferred there, the 
per would put 


immediately 
and transferred him to 


them breaking stone. 
= may seem rather laborious work to give 
ibercular patient; however, he sat down 
lis task in a shed in the open air and 
ably never broke more than a bucket full 
1 day. 


The men transferred to the yard I gave a 
special ticket to the convict kitchen, wher 
table them at 
they received a very nourishing diet, finishing 
with a glass of milk. 

With the exception of the outdoor air, | 


one was reserved for which 


believe nothing better in tuberculosis than a 
diet. Where 
improvement (as 


stuffing these men showed 


marked the soap eaters 
would ver\ rapidly ), | transferred them back 
to the shop, where they would get light work. 

For all the men transferred to the vard I 
ordered woolen underwear, both summer and 
And here I may state that I did the 
same where any man was emploved where the 


winter. 


temperature was extremely hot or cobd. 

In the winter the men in the vard were 
supplied with overcoats aside from their 
heavy prison suits. 

All tubercular patients that 


the hospital were changed to the floor in the 


were hot 1n 


cell house where they had a cell by them- 
selves. 

At sick call all the patients 
came up with the others and received their 
treatment. Aside from treating any slight ail- 
ment, they were each furnished with an 8-oz. 
bottle of extract of malt, each dose contain- 


tubercular 


ing from 2 to 4 gtts. of beechwood creosote 
to a tablespoonful of malt, according to the 
tolerance of the patient’s stomach. In many 
instances this dose was greatly increased. | 
helieve that good results were ofttimes ob- 
tained this treatment. If th 
was very severe, an anodyne cough syrup was 


from cough 
If I saw at sick call that a man 
was unable to return to the vard, he 
taken into the hospital and put in tlic tuber- 
cular ward, which was situated on the third 
floor. isolated 
from the rest of the hospital and cared for 
by two attendants, one for day and one for 
night, who were never allowed to go into the 


prescribed. 


was 


This ward was completely 


other wards of the hospital, neither were any 
of the attendants allowed to go into the tu- 
hercular ward; and it was part of the duty 
of my assistant who had the care of the hos- 
pital under my supervision to see that this 
was carried out. 

The tubercular patie nts’ meals were cooked 


*Journal American Medical Association, February 4, 1905 
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down stairs with the others and sent up to 
the tubercular ward, where they were fur- 
nished to the patients from their own table, 
at which they had their own table utensils. 
After the meal these utensils were washed 
and sterilized in the tubercular kitchen and 
none of them allowed to leave it. 

This ward was always well ventilated, the 
windows being open sufficiently to give a free 
circulation of air without causing any 
draught, but kept at a good temperature at 
about 70. 

Aside from the general ward, there were 
three where I placed patients who 
were in the last stages with no hopé of recov- 
ery. 


rooms 


After a death the room was thoroughly 
fumigated with formaldehyde and from time 
to time I would order the whole ward fumi- 
gated on general principles. 

Much has been said of disposing of tuber- 
cular sputum. I tried the paper cup, but be- 
lieve it the dirtiest and most liable way of 
spreading the infection of any means ! know 
of, as it is simply impossible to keep it ster- 
ile. Instead I had each bed furnished with 
a white enamel one pint cup; in this was 
placed a little water (bichloride could not be 
used, as my patients were very liable to drink 
it should they have any idea as to what it 
was). 


These cups were emptied often by 
the attendant; never allowing them to re- 
main unemptied over twelve hours and a new 


cup substituted. The one containing the 
sputum had poured into.it 4 oz. bichloride, 
allowed to stand for one hour, emptied, 
washed and sterilized. 

Under the existing conditions it is impos- 
sible to give prisoners the open air treatment 
and the best the prison physician can do is to 
come as near to it as possible. This can be 
accomplished in part by keeping the windows 
open continuously in the tubercular wards of 
our prison hospitals, both summer and win- 
ter, furnishing the patients with clothing 
suitable for the season. However, this line 
of treatment cannot be carried out at Joliet, 
where nature gave a healthy atmosphere, but 
owing to the encroachment of the rolling 
mills of the Ilinois Steel Company which 
now stand in close proximity, the air is per- 
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colated with gases and smoke which are da 
and nightly belched forth from its mills, « 
veloping the Although tho 
in the early stages transferred to the va 
improve and get well in this atmosphere, 
those in the later stages in the hospital t 
gas and smoke acts as an irritant. 


whole prison. 


I cannot agree with Dr. Samuel Hopk 
Adams, who is quoted as stating that the 
carceration of consumptives, incipient or o1 
erwise, was practically capital punishme: 
All prisons are not alike, as is plainly sho 
by my statistics at Joliet. 


The average criminal on the outside li\ 
a very irregular life with poor sanitary s| 
roundings, and a diet consisting mostl\ 
free lunches between “jobs” and one of « 
hauchery after a “haul.” In prison | 
hours are regular, with a wholesome diet, «a: 
if the sanitation of the prison in which he 
confined is carried out properly, his physi: 
condition will improve. Many convicts 
upon entering are of poor general physiy 
after remaining for a time improve and |! 
come strong, even under the close confi 
ment. 

In prisons the most rigid discipline m: 
be maintained and it is through this that 
certain number of convicts bring tuberculo 
on themselves by repeated punishment 
solitary confinement. 

Out of 1,200 or more convicts confined 
Joliet, from 700 to 800 have never been 
solitary confinement, 200 to 300 have 
ceived slight punishment. The 
100 to 200 of the lowest and most degra: 
thugs and “hold-up men” that the 


remain 


contains, so far below the average crimi 
that they are termed among other con\ 

“rats,” from the fact that they never do a: 
thing but a low “job,” are the class 

In the vear 1% 
out of a total average of 1,281 convicts, th 
were 37 punishments. During the vear 1‘ 
with an average of 1,273 convicts, there w 
14 punishments. Although this class of « 

victs know what to expect by becoming 

fractory, continue, and by being sent 1) 
solitary confinement time and time again | 
berculosis ultimately results. 


keep the solitary busy. 
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If the convict who at the time knows what 
is doing, breaks the rules of the prison to 
hich he is sent, becomes refractory, and is 
peatedly sent into solitary confinement un- 
tuberculosis develops, neither the State 
x the prison authorities can be held re- 
onsible for such action, and it is well for 
good of society at large that this class of 
minals take so scientific a method of ex- 
rminating their race. 
In conclusion, I will say that the proper 
atment of tuberculosis is: 
First. It remains with the States to build 
oper sanitary cell houses. 
Second. The prison physician must keep 
: patients in the open air as much as possi- 
, and when in the hospital isolate them. 
Third. To keep all tubercular patients 
ithed with flannels both winter and sum- 
r. 
Fourth. Give a good, nutritious diet with 
nty of milk. 
Fifth. Anodynes for excessive coughing 
good tonics—and I believe that good re- 
lts are obtained from guaiacol carbonate, 
aiacol and creosote. 





STERILITY IN THE MALE. 


BY ALFRED SCHALEK, M. D., CHICAGO. 
sistant Professor of Dermatology and Genito- 


‘rinary Diseases, Rush Medical College (in 
affiliation with the University of Chicago). 


The fact that the knowledge and treat- 
nt of genito-urinary diseases have rapidly 
iressed during recent times, justifies the 
pe that the matter under consideration 
v profit, if more attention is paid to it. 
rility in the male means inability to suc- 
-sfully impregnate the female ovum. Im- 
tentia coeundi is due to an imperfect erec- 
n of the penis. Impotentia generandi or 
rilitvy, with which this paper deals, is a 
der term, implying more than incapacity 
copulation only. It is frequently found 
men, vigorous in intercourse, and with an 
ission of an apparently healthy seminal 
id. The causes which prevent the ejacu- 
ion of fertile semen into the vayina are 
ny. We will consider for a moment the 
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physiological action of the seminal secretion. 
The spermatozoa are formed in the testicles, 
whence they pass through the vasa deferentia 
into the vesicule seminales. There they are 
stored away until the time of ejaculation. At 
this time the contraction of the smooth mus- 
cular fibres of the ampullx, supplemented 
by the contraction of the accelerator urine, 
forces them into the urethra. During their 
passage through the urethra they become 
mixed with the secretions of the prostate, the 
Cowper’s and the urethral glands. At the 
same time the verumontanum swells up and 
prevents the back flow into the bladder. It 
can easily be seen how the interference with 
any of these acts must result in failure of the 
semen, to reach the vagina, and ultimately in 
sterility. 
Assuming first the power of erection and 
emission to be normal, alterations of the 
seminal fluid may frequently be the source 
of its inefficiency. We will consider 
the absence of spermatozoa, the Azoospermia. 
This is often overlooked in the man and as 
Fuerbringer remarks, frequently makes the 
innocent woman a victim of all kinds of op- 
erations before the microscope establishes the 
real facts. It is self-understood that no 
spermatozoa are formed in congenital ab- 
sence of both organs—anorchism—anor after 


how 


bilateral operative removal of these organs— 
castration. 


The same applies to the absence 
or deficiency of the excretory apparatus or 
parts of it. Retention of the testicles in the 
inguinal canals will prevent their ‘evelop- 
ment or cause their atrophy and will finally 
incapacitate them to fulfill their function. 
Diseases of the testicles, which produce path- 
ological changes in the tissues, so as to im- 
pede the formation of a normal secretion or 
obstruct their elimination, frequent 
causes of azoospermia. Syphilitic orchitis if 
not treated early and sufficiently, tuberculosis 
if advanced, and bilateral, new growth, may 
be mentioned in this connection. The entire 
testicle need not be affected, localized foci 
may form sufficient obstacles, to prevent the 
escape of the spermatozoa. Next to the tes- 
ticles, the obstructions may be found in the 
epididymis, the vasa deferentia, the seminal 
vesicles, and the ejaculatory ducts. ~- Most 


are 
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common and therefore clinically most im- 
portant, is the gonorrheal epididymitis. It 
leaves usually a nodular induration in the 
globus minor of a fibrino-cicatrical nature 
which obstructs excretion permanently. The 
predilection for this place is due to the fact 
that the inflammatory process remains long- 
est in this dependent part. Belfield’s recent 
proposition to drain and flush the vasa defer- 
entia and the seminal vesicles in purulent 
conditions, suggested to me that by the same 
means these frequent consequences might be 
prevented. At the present time we are satis- 
fied to treat acute epididymitis symptomatic- 
ally only—that is, we relieve inflammation, 
swelling, and pain, but we forget that in this 
way we give the suppurative process the nec- 
essary time to produce a permanent oblitera- 
tion. While gonorrheea is found most fre- 
quently in these parts, syphilitic and tuber- 
cular lesions are by no means uncommon. In 
all these conditions the ejaculated fluid is 
devoid of spermatozoa. But the change in 
the seminal fluid from the normal need not 
be found as azoospermia only. In the ab- 
sence of all the above mentioned pathological 
conditions in the spermatic organs, normal 
spermatozoa may be formed, only to meet 
during their elimination with a new interfer- 
ence. Chronic purulent affections of the sem- 
inal vesicles and the prostate gland frequently 
destroy them in their entirety. The micro- 
scopical picture shows them, decreased in 
number, and lifeless in the field. In the last 
mentioned case early diagnosis and efficient 
treatment will often completely restore 
proper function. The treatment of azoo- 
spermia otherwise is unsatisfactory. Asper- 
mia, which has been alluded to several times 
in the remarks above, is due to an impedi- 
ment in the normal expulsion of the seminal 
fluid. Copulation is not terminated success- 
fully when ejaculation takes place. Condi- 
tions which prevent its deposition into the 
female generative organs will prevent the ul- 
timate aim of fertilization and cause sterility. 
They may be organic or purely functional ; 
they may disappear or remain permanently. 
Congenital absence or abnormalities and ac- 
quired obstructions of the ejaculatory ducts 
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have been mentioned already; considerab| 
more important from the clinical point o 
view are the sequels of chronic gonorrhe: 
inflammations of the prostate gland and t! 
urethra. Chronic infiltrations or 
changes in the prostatic urethra may close u 
entirely the ejaculatory ducts; or their ope: 
ings may be displaced, so as to point bac! 
wards, in which case the seminal fluid 

forced back into the bladder. Hard concer 
tions may form in the ducts or their ope: 
ings, composed of phosphates and carbonat: 
of lime, containing a nucleus of dead sperm: 
tozoa. Reflex contractions of the neck of t! 
bladder, tenesmus, and pain during inte: 
course—the so-called spermatic colic—a1 
sometimes diagnostic features of this cond 
tion. 


sclerot 


Strictures of gonorrheeal or traumat 
origin may render the urethral canal imp 
meable for the semen; they may still perm 
the passage of urine, while the penis is 
flaccid condition, but during erection the |) 
men becomes so narrowed as to prevent sen 
inal passage. Finally a very tight phimos 
which does not give way even during erecti: 
may form an efficient barrier. Function: 
aspermia is due to disturbances of the ce1 
tral nervous system; the patients are high 
nervous as a rule. In such rare cases, ere: 
tions take place without emission. It ma 
be due to an atonic condition of the muscl: 
of the genital tract, with loss of contracti’- 
ity, or to anesthesia of the genital cutaneo 
covering as found in some spinal diseases an 
in others like leprosy. Malemission, whi: 
means expulsion of the semen in a wrong ( 
rection, is another cause of sterility. Son 
conditions which may cause it have been me! 
tioned before; others are hypospadias ai 
epispadias of high degrees, especially t! 
first. The peno-scrotal variety produces si 
effects most frequently. From this deseri 
tion of the causes of sterility it will be se 
that the prognosis will depend on their 1 
ture. If functional only, or due to path 
logical conditions, not followed by destru 
tion and permanent obstruction of tissu 
the prospects of recovery are favorab! 
Prophylaxis should play an important r 
in the prevention of sterility. 
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REPORT OF TWO CASES OF COM- 
PLETE PERINEAL PROSTATECT- 
OMY BY YOUNG’S TECH- 
NIQUE. 


BY JACOB FRANK, M. D., CHICAGO. 


geon to the German and Marion Sims Hospitals. 


Case 1. C. B., age-70, consulted me May 
1904, and gave the following history: 
Fourteen months ago he began to complain 
dysuria, voiding small quantities frequent- 
and had to resort to the occasional use of 
catheter the first nine months and ¢a- 
ter life for the remaining five months. He 
plained of insomnia, anorexia and great 
- in weight. 
Xamination per rectum determined a large 
state which could also be felt above the 
jis. It was not very tender and slightly 
vable. The patient was told to urinate, 
after passing a small quantity, he was 
ierized and eight ounces of residual urine 
withdrawn. 
le was sent to the hospital May 29th, for 
ther observation. Urinalysis: Quantity, 
hours, 58 turbid reaction acid; 
fic gravity 1023 ; no sugar; abundance of 


ounces ; 
cells; some squamous epithelium; no 
d; urea 2.1; albumen present; probably 
to the pressure of pus. 
he bladder was ecatheterized daily with 
prostatic catheter as the soft rubber one 
d not be introduced, and was irrigated 
horic acid solution at a temperature of 
F; normal salt solution twice daily per 
um. 
‘he operation was performed June 2, 1904, 
r chloroform anaesthesia. Young’s tech- 
was followed. The patient was put 
exaggerated lithotomy position; a 
ved sound as a guide for urethrotomy was 
oduced into the bladder; an_ inverted 
shaped incision was made, the apex of 
ch was just over the posterior bulb, and 
two arms, each about five centimeters 
midway between the anus and ischial 
rosities. After exposing the superficial 
les by blunt dissection, the central ten- 
was caught by a clamp near the bulb 
divided: this freed the sphincter and 
tor ani from their anterior attachments, 


exposed the rectum, drawn forward by 


the recto-urethralis muscle. 
then the urethra 
brought into view. This latter step not only 
exposed the membranous urethra, but pre- 
vented injuring the rectum. 
the membranous 


This muscle was 


divided and membranous 


After exposing 
urethra, the muscles 
retracted and the apex of the prostate brought 
into The urethra 
opened on the previously introduced grooved 
sound, and 


were 


view. membranous was 


the edges retracted with trans- 
fixed silk sutures which serves as retractors. 
A 30 then introduced 
through the urethral incision into the bladder, 
and the sphincter dilated with an easy to and 
fro The prostatic 
carried into the 
while the edve {the 


French sound was 


motion of the sound. 
tractor, closed, was then 


bladder. urethral 





‘ ' 
Lase i 





— 





As soon 
the 

fixes the 
the blades 
rotated 180° by means of the external blades, 
and fixed by 


silk. 


Was 


wound were laid apart by the 
as the beak of the tractor 
bladder, the 
blades in position, was loosened, 


lree In 


thumb-s« rew, whi h 


tichtening the thumb-screw. 
The instrument was then handed over to an 
assistant, who made enough 
the instrument to bring the gland clearly in- 
to the field. By lateral retractors and the 
traction produced by Young's tractor, the 
entire posterior surface of the gland was ex- 


posed, 


traction on 


The capsule was now incised to a 
depth of 1 em. on each side of the median 
line for almost the length of the 
posterior surface of the gland the two lines 


entire 
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being convergent, the widest part measuring 
1.8 cm. the narrowest 1.5 em. The bridge 
of tissue contains the ejaculatory duct, and 
hence in some of Young’s patients potency 
was not impaired. By means of blunt dis- 
section, and with the aid of Young’s forceps, 
the right and- median prostatic lobe were 
enucleated piecemeal. (Fig. 1.) The left 
lobe was nucleated in toto, measuring five 
by eight centimeters (Fig. 1.) The tractors 
were then withdrawn, and a double drain- 
age tube introduced into the bladder through 
the opening in the membranous urethra, 
the inlet tube being about one-third the 
size of the outlet tube. This double tube 
was fastened with a suture to the upper 
angle of the perineal wound. The lateral 
cavities left by the enucleated prosta- 
tic lobes were packed with plain gauze, and 
the drainage tube connected with a siphonage 
arrangement, and continuous irrigation with 
normal salt solution, 110° to 120° F., thus 
kept up, the flow being regulated by means 
of a screw-clamp in the inlet tube. The ir- 
rigation was commenced on the table to pre- 
vent blood clots forming with in the bladder. 


On the second day after the operation the 
patient developed an orchitis on the left side, 
very likely due to the extreme force used by 
the assistant in making the traction. The 
swelling was successfully treated with ice- 
bags, and elevation of the scrotum. The 
rectal temperature for the first week ranged 
between 100° and 103° F.; pulse between 78 
and 98. The temperature was due very likely 
to orchitis, and also to the warmth of the 
irrigation fluid flowing so near the rectum. 
No shock; pain for the first few days was re- 
lieved with one-quarter of a grain of mor- 
phia administered hypodermically. Two 
hypodermic injections in all were used. On 
the second day the gauze packing was loosen- 
ed, and some of it withdrawn every day until 
all of the original packing was removed, and 
the superficial wound kept open thereafter 
with a small gauze pack. On the fourth day, 
the patient sat up in bed with the aid 
of a back-rest. At the end of the week the 
continuous irrigation was stopped, and the 
drainage tube withdrawn. On the ninth 
day a 28 French sound was introduced 
through the urethra into the bladder, when 
a soft rubber catheter was carried into 


the bladder through the meatus, fasten- 
ed, and the bladder irrigated twice dail 
with boric solution through this cathete: 
Five days later the catheter was withdrawn 
no urine yet coming through the meatus, a 
the perineal opening was still too large. O 
the nineteenth day the patient voided som 
urine through the meatus, but most of it bh 
ing passed through the perineal openin: 
From this time on the patient passed mo 
urine daily through the natural channel, ar 
at the end of the fourth week most of t/ 
urine passed through the natural opening ; 
intervals of every two hours. With a 
French bougie his urethra was sounded eve: 
other day, and irrigated once every day aft: 
the second week. In five weeks after the 0; 
eration, patient left the hospital with a ver 
minute perineal fistula, which was dress: 
daily. At the end of:the sixth week all w 
healed, patient urinating every three to fo 
hours. The urine was quite clear, and th 
is no residual urine. He enjoys very go 
health, eats and sleeps well, and has gain 
considerably in weight. He was impotent | 
fore the operation, and is so now. 

Case II. C. D., aged 62. Family histo 
negative. Personal history: He had alwa 
enjoved good health, and was worki: 
hard at his trade as a machinist. Presi 
trouble dates back since September, 190 
Painful urination; could not empty bi: 
der entirely; urinated twice or ofte: 
during the night. In March, 1904, he had 
be catheterized once. For the past th: 
months prior to his appearance at my offi: 
he had to urinate every hour, and very of! 
every half hour; the same nights, passi 
only a little urine at a time, due evidentl) 
a great deal of urine remaining in the bl: 
der, passing only the overflow each ti) 
When he consulted me at my office, his « 
dition was this: He appeared pretty well r 
down ; complained of a great deal of pain 
the region of the bladder and in the lo\ 
part of his back. He felt better sitting 
than lying down; he could not sleep at nig 
on account of the pain and the frequ 
micturition. 

Examination. The patient showed quit 
loss of subeutaneous fat, although he | 
never been fleshy. His color was fair. He: 
and lungs negative. Arteries sclerotic. H 
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‘icose veins, and right inguinal hernia. 
wer part of abdomen tender and _ rigid. 
vider when distended with urine extends 
ee and one-half inches above symphysis ; 
ds only from one to two ounces of urine at 
time. No sound or catheter could be in- 
duced. Examination of prostate per rec- 

) revealed a very large, hard and tender 

ss which seemed fixed ; the lobes could not 

defined. 

Examination of urine: Fifty ounces in 

nty-four hours; reaction acid; no albu- 

1; small number of pus cells; urea 1.8 
cent. He entered the hospital October 

1904. He was put to bed and allowed a 

ral liquid diet consisting mainly of milk. 

‘tropin, 5 grs. every four hours was ad- 

‘istered, normal salt solution per rectum 

cea day. Bowels thoroughly emptied. 

peration performed November 1, 1904, 

er chloroform anaesthesia. Young’s tech- 

ie was followed as in case I. 

n this case, the removal of the pros- 
was much more difficult, as it was 
dense and adherent to the capsule and 

The individual could 
be recognized. The gland was found to 

great surprise very much smaller than I 

overed upon rectal examination ; it had to 
removed piecemeal with a knife and tis- 
forceps. No staff could be introduced 
the bladder. I tried a 16 F. sound 
ch had a smaller curve than the staff, 
only succeeded in introducing it up 
ie point where the urethra was strictured. 
urethrotomy was made below the point 
he sound. The wound was packed with 
form gauze and a double tube for contin- 
s drainage introduced into the opening 
he membranous urethra. On the fourth 
the patient developed a slight orchitis 
he left side, which was successfully treat- 

y elevation of the scrotum, and the appli- 

on of an ice bag. On the third day the 

‘ing was gradually loosened. The con- 

ous irrigation was stopped on the fourth 

: the tube was removed on the sixth day. 

6 F. sound passed easily into the bladder. 

bladder was irrigated twice daily with 
solution and by the end of the fifth week 
third day. The packing was removed 
1e tenth day and the patient first urin- 
through the meatus November 29th. 


roundings. lobes 
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December 25th, patient developed right-sided 
sciatica, which disappeared in a few days un- 
der treatment. He sat up in bed with the aid 
of a back-rest on the third day and was able 
to walk around in three weeks. Perineal 
oy ning completely closed December 14th. 
Patient was impotent before operation and is 
so now. The stream is very good, and no 
residual urine which is very clear. 

The fibrous condition of the prostate of this 
case can be seen on the slide under the micro- 
scope. 

100 State street. 





DIFFERENTIAL BLOOD COUNT, 
TECHNIC AND CLINICAL 
VALUE IN SEPTIC 
CASES.* 

BY CHARLES HILL, PH. D., M. D., CHICAGO. 


Assistant Professor of Histology and Embrvology North- 
western University Medical School, Chicago. 


Spreading Blood for Staining. There are 
three standard methods employed in making 
a spread: * 

Ist. Place a drop of fresh blood between 
two cover glasses. Slide one over the other 
so as to leave a thin film of blood on each 
cover. 


2d. Place a drop of fresh blood on a glass 
slide. With the edge of a second slide spread 
the blood evenly by drawing the second slide, 
with a steady motion, over the free surface. 
The blood film should cover two-thirds of the 


first slide. (See Fig. 1.) 








F1G. 1: 

3d. Saturate the end of a thin filter 

paper, or cigarette paper, with fresh blood. 

Draw this over the surface of a glass slide 
much as in the preceding case. 

The covers and slides must be perfectly 

clean, particularly free from oily 


any ma- 
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terial, otherwise the blood will not spread 
evenly. The second method is perhaps most 
satisfactory. The third method is a very 
good one, but requires a little more blood. 

Fixing. The classical method is to im- 
merse the covers, or slides in equal parts of 
absolute alcohol and ether. Fix in this solu- 
tion for one to twenty-four hours. The 
spread should be allowed to dry in air before 
placed in the fixing solution. 

Staining. After fixing, dip the prepara- 
tion in water and treat as follows: 

1. Haematoxylin, or methylene blue, or 
any nuclear stain, 5 to 10 minutes. 

Tap water. 

Eosin, 1 per cent solution, 3 minutes. 

Water. 

Dry in air. 

Dry in fingers, over flame. 

Mount in balsam and cover. 

few drops of the stains are placed di- 
rectly upon the blood spread, while the whole 
slide may be immersed or rinsed in water. 

COMMENTS. 

In suspected infectious cases, such as ap- 
pendicitis, where differential count is very 
urgent, the above method requires too long 
a time. Most accurate counts can be made 
from slides prepared in the following man- 
ner: 

Secure a thin spread on glass slide. 


Dry in air. 


3. Heat gently over flame. This fixes the 
film to the slide so that the stain or water 
will not wash it away. 


4. Haematoxylin, or methylene blue, or 
Loefler’s blue, 3 to 5 minutes. 

5. Remove stain with water. 

A differential count of white corpuscles 
may now be made without drying or cover- 
ing the specimen with a cover glass. If the 
examiner is familiar with normal blood he 
ean quickly tell, by the abundance of white 
corpuscles, if a leucocytosis is present. It is 
easy to become familiar with normal condi- 
tions if doctors will examine their own blood 
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and make a few permanent specimens for 
comparison. 


The differential count is recorded just 
we tally votes. ‘The doctor finds a desiral 
field with the two-thirds objective, where t 
spread is even and 10 to 40 white corpuse 
The one sixth objective is 
cused upon this area 
count. <A tallies. Any o 
can do the latter. In this way the doctor doc: 
not have to remove his eve from the mic: 


can be seen. 
and he proceeds 


second person 


scope. The glass slide is moved upon 1 
microscope stage and the count continued wi- 
til a total of 100 white corpuscles are count 
and the percentage of the different forms 
ascertained. The following is a record 
such a count where there was a leucoeyto- 
of 23,000 white corpuscles to the eubie mi 
meter. 


Polynucleated cells 
Mononucleated smal] 
Mononucleated large 


This count may be repeated several times 
and the general average taken. It will be 
served that the method of counting is exa 
the method used in recording votes in an « 
dinary ballot election. With a little pract 
the preparation and count ean easily be m: 
in 20 minutes, while an’ expert will do it 
half that time. Later, at his leisure, the «: 
tor can prepare and mount the specimen 
balsam, thus making it a permanent reco 


In the above method no attention is p 
to the red corpuscles, but in suspected inf 
tion the red corpuscles contribute no 
formation, and with busy doctors and in 
gent cases we are often after practical 
sults obtained as quickly as possible. In t 
case too the eosinophils will be counted w 
the polynucleated cells, but as the eosinop! 
constitute but one to three per cent of 
white cells, their presence does not mod 
the practical value of the results obtained. 


After making a large number of diff 
ential counts in septic cases and also in ea 


case a total count with the Thoma-Z 
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ood counter the following tabulated re- 
ilts have been obtained: 
Normal blood, white cells per cu. mm. 

7,000 to 10,000, polynucleated 60-70% 
eucocytosis, white cells per cu. mm. 

14.000 to 80-85% 
85-90% 


90-95% 


20,000, polynucleated 
20,000 to 30,000, “ 
30,000 to 40,000, “ 
10,000 to 50,000, - 95 +% 
The above computation and relation is 
-bject to considerable variation in individual 
If the differential count shows an in- 
rease of the polynucleated cells to 85% 
e case is critical and as a rule justifies sur- 
vical interference. The danger 
ith the higher percentages. 


Ises. 


increases 


If the leucocytosis in sepsis, is due to an in- 
rease of the polynucleated cells while the 

ononucleated cells remain a constant factor, 
: is maintained by various investigators, the 
wove table may be derived deductively. As- 

ming the total number of mononucleated 

lls in normal blood is 3,000 to the cu. mm. 

0%) and that this total number remains 
constant in septic cases the following table is 
deduced : 


per 


of 


p 
a 


Percentage 
polynucleated. 


cu, mim. 
per cu, mm. 


Polynucleated 
white « 


Leu ocyvtosis 
‘ 


“~ 


“ 
68 ak 


10.000 7.000 
15.000 12,000 
20,000 17,000 

1.000 j 27,000 90 &% 


1.000 37,000 9214% 


ak 


A differential count in septic cases is equal 
not of higher diagnostic value than a count 
with the Thoma-Zeiss blood counter. The 
of the latter requires considerable skill 
d consumes so much time that the average 
sy physician does not use it. The differ- 
ential count, however, is so easy, so quickly 
made, so reliable that it should be resorted to 
in all eases of doubtful septic infection. A 
tle private practice in technic will render 
physician efficient in securing reliable 
data that may be of greatest value in clear- 
ing up a doubtful case. 
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For the benefit of any one who may be in- 
terested in the general subject of haematol- 
ogy the following abbreviated list of litera- 
ture is appended : 

Cabot on Examination of the Blood. 

CULLEN, E. K., a morphological study of 
the blood of certain fishes and birds, with 
special reference to the leucocytes of birds. 
Johns Hop. Hosp. Bull., 1903, XTV, 352. 

Druer, A., Beitrag zur Kenntnis des fein- 
eren Bau der roten Blutkérperchen beim 
Hiihnerembryo. Arch. f. mik. Anat., 1895, 
XLVI, 414. 

Ewine, J., Clinical pathology of the blood. 
Phil. and New York, 1903. 

GoLpHorN, L. B., The staining of mast 
cells and remarks on percentages of mast 
cells in the human blood. Y. Y. Uni. Bul. 
Med. Sce., 1902, II, 69. 

GULLAND, G. L., On the granular leu- 
cocytes. r A Physiol., 1895-96, XIX, 385. 

Joiiy, M. J., Recherches sur la division in- 
direct des cellules lyvmphatiques granuleuses 
de la moelle des os. Arch. d’ 
1900, ILI, 168. 

Koronorr, N. S., Contribution a V étude d 
l” hematopoiése. Arch. de Soc. biol. 
Pétersh., 1899, VII, 387. 

Minor, C. S., Zur Morphologie der Blut- 
korperchen. Anat. Anz., 1890, V, 601. 

Muir. R., Contributions to the physiology 
and pathology of the blood. J. Anat. and 
Physiol., 1891, XXV, 256, 352, 475. 


anat. mic., 


St. 





BRONCHOSCOPY FOR THE REMOVAL 
OF A COLLAR BUTTON FROM 
THE LUNG. . 
. FLETCHER INGALS, M. D. 


Reported to the Chicago Laryngological 


and Oto- 
logical Society March 7, 1905 


On May 23, 1904, Mr. C. D. FL. was sent 
to me by Dr. F. W. Wilcox of Minonk, Ill. 
He was a man 22 years of age who had form- 
erly weighed 142 pounds but at the time he 
visited me he only weighed 10714. He told 
me that 14 months previously he had acci- 
dentally drawn a collar button presumably 
He 
at once felt the sensations caused by it near 
the upper part of the sternum on a level with 
the second rib; subsequently he had some 


of vegetable ivory into the air passages. 
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soreness in the same place. He expectorated 
a little blood a few minutes after the accident 
and he said that there quickly appeared a pe- 
culiar squeak in the breath sounds. Pneu- 
monia developed upon the left side within 
24 hours and lasted for one month. He had 
coughed ever since. He had sometimes felt 
something moving up and down in the lower 
portion of the trachea and a valve-like action 
with choking for a few seconds. The father 
stated afterward that the patient frequently 
had these choking attacks coming on without 
apparent cause and without cough. The last 
time this sensation had noticed was 
four months before he came to see me. He 
said he had been coughing continuously ever 
since mostly at night. This was probably 
due to a change in position of the foreign 
body. During the summer immediately fol- 
lowing the accident, he had had an aggrava- 
tion of his symptoms with daily fever in the 
afternoon, during which time he had been 
kept in bed for a week or two. His recov- 
ery from that attack had been very slow. 
When I first saw him he complained of occa- 
sional pain in the left side referred to the 
second interspace about an inch to the left of 
the sternum, and occupying an area about two 
inches in diameter. He had felt no pain in 
any other portion of the chest excepting low 
down on the left side at the time he had the 
attack of pneumonia. His previous history 
was negative. The heredity was good, there 
being no tuberculosis upon either side of the 
family. He was one of twins and reported 
that his brother was strong and well. He 
had been much weakened by his prolonged 
illness, was pale and very anaemic, had 
dyspnoea upon any exertion, and had some 
swelling of the feet. The voice was clear. I 
found the pulse 120, the temperature 99.6, 
He complained of coughing a good deal, 
mostly at night, and said that he raised oc- 
casionally a thin sputum of a brick dust 
color, but there were only from two to four 
drachms daily. There had occasionally been 
faint traces of blood in the sputum but no 


been 


distinct signs since immediately after the ac- 


cident. His appetite was good, but digestion 
only fair; bowels loose, urine normal. There 
were no abnormal signs in the nares but the 
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larynx and trachea were moderately con- 
gested. We found the haemoglobin on! 
65%. The sputum contained many pneuny 
cocci and pus cells, but no tubercle bacill 
Upon examination of the chest, I found ver 
little movement, with retraction of the le! 
side. The right side an inch below the nipp 
measured 1514 to 1514 inches, the left fro: 
1414, to 1434 inches, but there was no chang: 
in the line of dullness on changing the p: 
tient’s position. The patient said he ha 
been aspirated twice about eight months ag: 
but no fluid had been found. There wa 
dullness on the left side above the second 1 
excepting a small area between the first an 
second and flatness below that level all ov: 
the lung. The and respirato1 
murmur were exaggerated over the right sid: 
The apex of the heart was found in t! 
fourth interspace one-half an inch to the le! 
of the mamillary line. Upon the left si: 
there was broncho-vesicular respiration in tl 
supra clavicular region. From the clavi 
to the third rib, the breath sounds were vei 
indistinct, below this they could not 
heard at all. The voice sounds were exagg: 
ated above the left clavicle and they wer 
quite distinct as low as the second interspac: ; 
but they were somewhat feebler over the r 
mainder of the left lung than over the righ 
side. The vocal fremitus was absent belo 
the third rib. The heart’s action was ‘rap 
and regular and the sounds were normal. 
Posteriorly there was marked dullness at t! 
left apex extending an inch and a half below 
the spine of the scapula with absolute fiat 
ness below this line. The resonance and res- 
piratory sounds were exaggerated upon t! 
right side. There was broncho-vesicul: 
breathing at the apex of the left lung, thoug 
not very intense. On forcible respiration v: 
often breath sounds could be heard as low «- 
the lower border of the left lung. 


resonance 


Fluroscopic examination showed a den- 
shadow all over the left side excepting 
small area in the infra clavicular region, 
where the shadow was less marked. 


I sent the patient to the Presbyterian Hos 
pital and had a skiagraph made but nothing 
could be seen, the lung being so dense tha’ 
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even the ribs did not cast a shadow near the 
root of the lungs. Three other negatives 
vere taken with similar results. At 5 o’clock 
n the afternoon of May 23, assisted by sev- 
eral of the internes, I gave the patient chloro- 
orm and by upper bronchoscopy attempted 
to remove the button. Although I had pre- 
iously given the patient 1-60th of a grain of 
tropine, there was still abundant secretion 
n the trachea and a large amount of expec- 
toration. Indeed, he coughed practically all 
of the time during the operation, which lasted 
rom the time the chloroform was started 
ntil I desisted, in all about two hours, Dur- 
ng this time he spat up large quantities of 
loody pus, which was only kept out of my 
yes by placing a pane of glass between my 
face and the bronchoscope. The pus ren- 
dered it very difficult to see and compelled 
me to swab out the passages almost continu- 
ously. After swabbing out the pus I could 
only get two or three seconds before he would 
ough again. This seemed to result from 
the passage of the bronchoscope into an ab- 
The patient took the chloroform so 
hadly that we were not able to keep him pro- 
foundly under it and I frequently touched 
the bronchial tubes and the walls of the ab- 
scess cavity with a solution of cocaine, but 
the amount of pus was so great that it had 
little effect. In the examination of the left 
lung I was unable to see the numerous 
ranches of the bronchi that are usually ap- 
irent, though I followed one of the branches 
far down until the bronchoscope was intro- 
duced its full length, 33 ¢.m. below the in- 
sor teeth. I searched carefully by inspec- 
tion, and palpation with a small hooklet, but 
as unable to locate the foreign body. There 
vas considerable granulation tissue about the 
bifureation of the trachea that for some time 
interfered seriously with the inspection and 
1e mass presented the appearance of a 
mall polypus which nearly filled the broncho- 
ope. I had not yet been told of the pecu- 
liar choking spells and therefore did not have 
in mind anything of a polypoid nature in that 
region. The mass that I saw I did not dare 
remove, fearing that it might be con- 
nected with the bronchus in such a way that 


scess. 
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I would open through the tube and cause a 
pneumo-thorax. During the operation a 
part of the time I used for removing the pus 
a strip of ope-inch gauze which was crowded 
down the bronchoscope with a large wire, the 
end of which had been flattened and forked, 
like that used in the ordinary uterine 
packer. This worked fairly well, but much 
of the time I used cotton swabs attached very 
securely to long brass carriers. At one time 
in swabbing out the pus the sliding ring for 
fastening the cotton in the carrier, caught on 
the end of the bronchoscope and I had a 
little difficulty in disengaging it. As the 
swab was withdrawn I examined it and 
found the swab of cotton intact but it seemed 
to me a little smaller than the others; how- 
ever, I concluded that this was due simply 
to its having become saturated with pus. 
Some time later I discovered at the end of 
the bonchoscope a white mass which looked 
like a large swab of cotton. I grasped this 
with the forcep and withdrew it, thinking 
that it must be a pledget of cotton that had 
been lost off at the time the instrument 
caught. Not wishing to direct attention to 
the interne who had been fastening the cot- 
ton on the carriers, who by the way was one 
of the best men in the hospital, I simply 
called his attention to it by a look and threw 
it aside without examining it. This mass 
appeared fully twice as large any of the pled- 
gets of cotton after they had been saturated 
with the pus, and considering the subsequent 
history, I am now confident that it consisted 
of the collar button surrounded with necrosed 
lung tissue. During the operation the pa- 
tient’s pulse varied from 110 to 150 but all 
the time was fairly full and regular. Im- 
mediately afterward he appeared to be doing 
well. The next day there was no tempera- 
ture and the patient said he felt fine. Two 
days later, he was discharged and went to his 
home in the country. Two weeks later I re- 


ceived a report that he was improving very 
rapidly, did not cough excepting a few times 
in the morning, had a ravenous appetite and 


had gained 11 pounds. A month later an- 
other report stated that he was feeling fine 
and had gained 22 pounds. Two weeks later 
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the patient came to see me so changed in ap- 
pearance that I did not know him. He 
coughed very little indeed, had no pain, no 
dyspnoea on exertion, had a ravenous appe- 
tite and weighed 130 pounds. An examina- 
tion of the left chest showed only slight dull- 
ness from the second to the sixth rib, show- 
ing that the lung had cleared up greatly from 
the third rib to the sixth; flatness below the 
sixth rib, otherwise in front and laterally 
signs over the chest much as at the first ex- 
amination, excepting that the apex of the 
heart was found about 114 inches to the left 
of the mammary line. Posteriorly the res- 
piratory sounds were good over the left lung 
as low as the eighth rib, but feeble or absent 
below that level. The fluroscope _ still 
showed a shadow over the left lung but much 
less dense than formerly. 

In response to a letter the patient called 
upon me a few days ago (February 20). He 
said that he had been working 12 hours a day 
since September, had no cough, no tempera- 
ture, felt fine, and weighed 136 pounds. Ex- 
amination of the chest showed very slight 
diminution of resonance over the left side as 
low as the sixth rib in front and laterally, and 
as low as the eighth posteriorly, with a ves- 
icular murmur in the same region about two- 
thirds as intense as upon the right side. The 
lung was somewhat contracted and the heart 
drawn 1%, to 2 inches to the left of its nor- 
mal position. No respiratory sounds could 
be heard below the eighth rib posteriorly, 
probably due to drawing upward of the lung 
and diaphragm. The normal superficial area 
of cardiac dullness had disappeared over the 
right half of the lower part of the sternum 
on account of the increased activity of the 
right lung and the dislocation of the heart to 
the left caused by retraction of the left lung. 
The patient felt perfectly well and consider- 
ing the history 1 feel justified in reporting 
the operation as a complete success, although 
I did not at the time examine critically the 
mass that seemed to have been causing the 
trouble. e 

34 Washington Street. 





COLLES’S FRACTURE.* 


BY E. A. EDLEN, A. B., B. S., M. D., MOLINE, 
ILL. 


The most frequent accident to which the 
upper extremities of the body are liable is 


the fracture of the lower end of the radius. 
The lesion is generally not as simple as it, 
usually, is described in the text-books o) 
surgery. 

The correct idea of its pathology is of ut 
most importance to satisfactory treatment 

In the typical Colles’s fracture, with th 
classical “Silverfork” deformity, we have ; 
solution of continuity of the lower end of th 
radius with displacement backward of th: 
distal fragment upon the lower end of th 
proximal fragment. The initial force j 
often sufficient to drive the dorsal wall of th 
upper into the cancellated structure of th 
lower fragment, producing an impacted frac- 
ture. 

It is evident from the features of the de- 
formity that the injury is not only a fracture 
of the radius, but also a dislocation of th 
lower end of the ulna, and sometimes fra 
ture of its styloid process. 

The general disturbance of the various ti- 
sues at the seat of the fracture and at t! 
wrist joint is of great importance and shoul, 
be always kept in mind. 

The deep fascia passing down the forear 
and over the wrist forms the annular lig: 
ment which surrounds the tendons passing | 
the hand and fingers. Into those sheaths. 
formed by the annular ligament, will be a: 
exudation of lymph which tend to interfe: 
with the action of the tendons and, if not 
overcome, will result in stiffness of tly 
wrist joint and fingers. 

The styloid process of the dislocated ul 
is sometimes hooked into fibers of this liga 
ment. Intimately connected to this liga- 
ment are the two lateral ligaments, the 
ternal and the external. The external s 
cures the styloid process of the radius an 
the scaphoid together and is prolonged to t! 
annular ligament. The internal passes fro: 
the styloid process of the ulna in two fasi- 


culi to the cuneiform and the pisiform bone 


and the annular ligament. This ligament is 
often torn in Colle’s fracture. 

The exterior carpi ulnaris, passing 
through the annular ligament between th 
head of the ulna and its styloid process, fre- 


*Read before the Moline City Hospital staff De- 
cember 6, 1904. 
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juently becomes dislocated and favors an en- 

tanglement of the styloid process of the ulna 
the annular ligament. 
Anteriorly, protecting the wrist joint, we 

have the broad membranous band consisting 
three fasiculi, attached above to anterior 
argin of the lower end of the radius, its 
rloid process and the ulna, below to the 
Imar surface of the scaphoid, and cunei- 
rm bones. This strong ligament is more or 
ss torn or injured. The posterior ligament 
cures the lower end of the radius to the 
nes just enumerated. 
It will be remembered that the ulna does 
t articulate directly with the carpus. Be- 
een them is placed the triangular fibre- 
rtilage. This cartilage is sometimes torn 
m its place, or is otherwise more or less 
jured. The proximity of the fracture to 

wrist joint, with its extension synovial 

mbrane, favors great exudation about the 
t of the injury. 
Furthermore, we have to take into consid- 
tion the liability of disturbance of the 
ver radio-ulnar articulation. Th 
um is torn and occasionally displaced. 


perio- 


Fracture of the lower end of the radius is 
netimes attended with little or no displace- 
nt of the fragments. In such cases there 
< insignificant injury produced on the sur- 
nding tissue, and the treatment is quite 
ple and satisfactory results is the rule. 
With the above clinical features before us, 
is quite evident that we have a compli- 
ed affair to deal with, and that the treat- 
nt must necessarily be directed toward the 
toration of the normal relation and the 
imate recovery of the various tissues at 
| about the seat of the injury. 
(he main points in the treatment are: 1, 
luction; 2, Fixation; 3, After-treatment. 
1. Reduction of Colles’s fracture is some- 
es not the easiest thing. 
However, if we bear in mind the cause pro- 
ing the injury, it will simplify the mode 
reduction. The cause is generally the 
ght of the body on the hand in extreme 
‘tension produced by a fall. In the re- 
sition of the fragments the opposite forces 
have to be employed. In case it is deemed 
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desirable anaesthesia should be used. The 
surgeon should grasp the hand firmly, with 
the thumb pressing gently upon the displaced 
lower fragment. The other hand should en- 
circle the wrist, with the thumb on the radius 
directly above the fracture. An assistant 
should hold the elbow firmly. Traction and 
adduction should then be made in order to 
release the impacted fragment. Press firmly 
with the thumb on the lower fragment and 
at the same time flex the hand, when the 
fragments are released bring them into per- 
fect apposition by careful manipulation with 
both hands. 

This will generally reduce the fracture. 
If this will not accomplish the object in 
view, place the hand backward in extreme 
extension with adduction and traction, which 
will loosen the impaction, and a reduction 
will then be made by the described method. 
Having reduced the fracture of the radius, 
the reduction of the dislocation of the ulna 
should be accomplished, if not already ef- 
fected during the correction of the radial de- 
formity. First make traction and carry the 
hand as far backward as possible and to the 
radial side in order to release the styloid pro- 
cess from its entanglement in the annular 
ligament. Then replace the tendon of the 
extensor carpi ulnaris, if displaced, by swing- 
ing the hand from its backward position to 
the ulnar side and complete the cireumduc- 
tion by placing the hand in the position of 


flexion. During the manipulation the 


‘thumb of the opposite hand of the surgeon 


should be placed against the lower end of the 
head of the ulna and pressure should be made 
to force the bone upward and into place and 
secure at the same time the return of the ex- 
tensor carpi ulnaris tendon to its proper po- 
sition. Palpation and careful scrutiny after 


the reduction should always form a part of 


the surgeon’s procedure in order to satisfy 
himself that the normal relations of various 
parts exist before the splints are applied. 

2. Fixation after reduction is not an ab- 
solute necessity, because there is very little 
liability of disturbance of the fragments, if 
the reduction is complete. According to 
Roberts of Philadelphia, the displacement is 
the result, not of muscular action but of the 
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vulnerating force, and the muscular sur- 
roundings have little to do with the causa- 
tion or continuance of the distortion. This 
is undoubtedly a true statement. Neverthe- 
less, it would be unwise to follow Hutchin- 
son’s advice, not to use any splints at all. It 
may do in large hospitals, but in private 
practice it would be the best means of invit- 
ing malpractice suits. In the of the 
average layman or lawyer, it would be pre- 
posterous and criminal. Besides, the. rest 
and comfort given the injured parts by well 
fitting splints during the repair is of great 
importance. 

1 generally use two splints during the 
first week, the material used depends on what 
is within easy reach. The splints are manu- 
factured on the spot. I generally use card 
board; three layers make it strong enough 
and at the same time light. I cut the splints 
to the width of the forearm, 
wrist and hand and make them long enough 
to reach to the metacarpo-phalangeal joints. 
On the palmar splint an ellipical cut is made 
to fit the eminence on the thumb. The 
splints are padded with cotton to conform 
to the normal curvatures of the wrist and 
hand, and a roller bandage is applied to keep 
the padding in place. The splints are then 
secured, the hand placed in semipronation, 
with strips of adhesion plaster, and the dress- 
ing is completed by applying a two and a 
half inch muslin roller bandage, in such a 
way that the thumb and fingers are left free. 
The forearm is then put in a suitable sling. 
It is not good practice to immobilize the 
fingers, as there is a great liability to stiff- 
ness, if motion is entirely inhibited. The 
plaster of Paris fixation, in vogue a few 
years ago, is not to be recommended, as it is 
liable to produce an undue amount of stiff- 
ness on account of the immobilization of the 
joint for too long a time. 

3. The after-treatment 
portance in the final result. 


idea 


to conform 


is of equal im- 
Passive move- 
ments of the fingers should be practiced from 


the first day. In about five days the splints 
should be removed and gentle massage ap- 
plied and passive movements of the wrist 
joint. Massage will greatly facilitate the re- 
moval of the inflammatory product and will 


assist nature in its work. The splints ought 
to be removed every other day for massage. 
I generally remove one of the splints alto 
gether about the tenth day and in fifteen o 
twenty days both splints are discarded. I 
any swelling exists after that time I appl 
massage once a day, until the inflammator 
products have been removed and the fun 
tional activity of the injured parts is r 
stored. The length of time to bring thi 
about is dependent on the extent of the in 
jury and the vital activity of the patient 
With this treatment a favorable result is th 
rule and a very little stiffness of the finger 
and wrist joint is left after the second mont! 





HOSPITAL FACES A STRIKE. 


Elgin Physicians Resent Presence of an Osteo- 
path at the Sherman Institution. 

Elgin, Il., April 26.—[Special.]—Elgin Sher 
man hospital, the only institution of this char 
acter in the state which is managed and operate 
entirely by women, is threatened with resign: 
tion from every physician now upon the medic: 
staff. 

Two days ago, Dr. Murray, an osteopathi 
doctor, was given the privilege to bring his pa 
tients to the hospital. The regular practitioner 
look upon this act as an affront to the entir 
medical fraternity. At a meeting of the loca 
medical association several of the hospital stat 
announced that if Dr. Murray is not remove 
they will resign. 

A meeting of the board of lady managers ha 
been called for tomorrow afternoon. The do 
tors have withheld their resignations until to 
morrow night, but at that time drastic actio 
will be taken unless the affair is adjusted. 


Golden Jubilee of Frederick Stearns. 

To engage for 50 years in one business i 
given to few men and on this account the cele- 
bration of this anniversary by the old and reli- 
able firm of Stearns & Co. deserves special men- 
tion. The New Idea, the Journal of this fir: 
in the recent issue details the facts of this his- 
tory in a very entertaining manner. We con- 
gratulate the members of the firm and hope an 
predict many more years of usefulness a! 
success. 


Easy Cures. 

Dr. Dosem—“To what does Dr. Cutter o 
his immense success?” 

Dr. Bleedham—“He confines himself entirely 
to office practice.” 

Dr. Dosem—“Well, I don’t see—” 

Dr. Bleedham—*“People who are able to wal’ 
into the office aren’t sick—they just think they 
are.””—Cleveland Leader. 





Chicago Medical Society. 


The Medical Society of Cook County, Regular meetings are held every 
Wednesday evening from October to June at the Chicago Public 
Library Building, Randolph Street Entrance in the large hall 
on the ground floor toward West end of the Building. 
Membership 1512. 
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J. B. MURPHY, 100 State Street 


FRANK X. WALLS, 4307 Ellis Avenue... 


A. E. HALSTEAD, 2937 Indiana Avenue..... 


W. A. EVANS, 103 State Street 
WM. HARSHA, 103 State Street....... 


MAY, 


\ regular meeting was held Wednesday even- 

, March 8, 1905, with Dr. Jacob Frank in the 

alr. 

Minutes of the previous meeting were read 

d approved. 

1. Dr. Rosalie M. Ladova read a paper en- 
tiled “A Case of Aortic Insufficiency.” 

Dr. D. N. Eisendrath showed and reported 

» following cases: 

Case of General Blastomycosis. 

2. Three cases of Diffuse Septic Peritonitis 
lowing Appendicitis. 

Hodgkin’s Disease. 

1. Case illustrating the use of Wolf Skin 
Grafts. 

5. Case of Encapsulated Tubercular Periton- 

6. Non-Development of the Testes. 

The cases were discussed by Drs. Frank Hugh 

mtgomery, W. S. Harpole, Oliver S. Ormsby, 
E. J. Senn, C. O. Young, Carl Beck, and the dis- 
cussion closed by Dr. Eisendrath. 

Dr. Rudolph W. Holmes offered the follow- 
ing resolution, which was unanimously adopted, 
ind the secretary requested to forward a copy 
f the same to the family: 


Resolutions on the Death of Dr. Walter Chris- 
topher. 

The Chicago Medical Society desires to ex- 
press the sense of the deep loss to the profession 
and country by the death of the late Dr. Walter 
S. Christopher, and extends to the family its 
deepest sympathy. 

Resolved, that these sentiments be spread upon 

minutes of the Society, and that a copy of 

» resolution be sent to the family. 

{. Dr. Jacob Frank read a paper entitled “A 
Report of Two Cases of Complete Perineal Pro- 
Statectomy by Young's Technique.” 

See page 443, this number. 

5. Dr. James B. Robb read a paper entitled 
“An Unusually Large Aneurysm of the Abdom- 
inal Aorta.” 

Adjourned. 
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ABSTRACT. 
A Case of Aortic Insufficiency. 

By ‘Rosalie M. Ladova, B. S., M. D. 
Clinical Assistant and Instructor, Chest, Nose and Throat, 
Rush Medical College, affiliated with the Uni 
versity of Chicago. 

Mrs. W. S., American, age 52, housewife. 
Family history negative. 

Personal history: At the time of the civil 
war patient sought medical advice for attacks 
of dyspnoea and was then informed of a heart 
lesion. Had recurring attacks of dyspnoea, but 
had no medical attendance till January, 1903, 
when attacks increased in severity and oedema 
of lower extremities reached till above the knees. 
Recovery followed and she was without medical 
supervision again till Jan. 6, 1904, when I saw 
her for the first time. I found her in a state of 
extreme dyspnoea and cyanosis, with a pulseless 
wrist and subnormal temperature; restlessly 
tossing herself in a vain effort to get her breath, 
with a look of despair in her eyes, she was a 
picture of distress. For the stertorous respira- 
tion the heart sound was inaudible, the cardiac 
impulse could not be felt. 


Under stimulation and use of morphia she 
rallied and was much improved; the attacks re- 
curred on 10th and the llth. She became un- 
conscious and delirious, while her pulse re- 
sponded to stimulation, her mental state re- 
mained the same and she died in the evening of 
the 11th. 

Contrary to instructions, she was fed fer- 
mented preserved peaches and corn starch pud- 
ding, which undoubtedly precipitated the end 

Physical findings: Pulsation in the carotid 
and thyroid arteries, throbbing in the superficial 
veins of the neck, cardiac impulse diffuse, pulse 
76, not of the water hammer variety; T. 94.4; 
R. 26; apex at the sixth interspace in the nipple 
line; only a moderate degree of arterio-sclerosis, 
heart dullness from the third rib to sixth inter- 
space in the nipple line, one inch to the right 
of the sternum; lower border about two fingers 
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breadth below the costal arch. Moist mucous 
rales in posterior lobes; diastolic murmur at 
the aortic area, heard all over the precardia, 
transmitted down the right border of the ster- 
num; round ulcer on the anterior surface of the 
thigh. 

Urine showed a trace of albumen, otherwise 
normal. Pathological diagnosis, post mortem: 
Insufficientia valvulae aortae, hypertrophia 
cordis; atheromatosis aortae; emphysema pul- 
monum; oedema pulmonum; hydrothorax dex- 
tro; concretio pulmonis sinistrae curu pleurae 
parietalis; hydropercardium; infarctus hemor- 
rhagicus pulmonis dextrae, tuberculosis obso- 
leta apicis sinistrae; morbus Bright’s chronicus; 
hyperemia mechanica hepatis et liennis; myo- 
mato arteri; pelveo-peritonitis obsoleta; hy- 
drops ascites; gastritis chronica; epithelioma 
cruris dextrae; anasarca et marasmus univer- 
Salis. 

The clinical interest in this case centers in 
the almost miraculous recovery, in view of the 
post mortem findings, from an extremely severe 
attack of angina pectoris and impending paraly- 
sis of the heart and the probable further im- 
provement, frustrated by a dietetic error. Other 
unusual features: Diffuse transmission of the 
murmur within the precordia and its limited 
transmission outside of the same; pulse not in- 
termittent and not of the water-hammer vari- 
ety, quickly responding to stimulation; impaired 
temperature sense, etiology, outside of only a 
moderate arterio-sclerosis, lacking. This lesion 
is rare in females. Of 53 cases collected by 
Babcock, only 7 in females; urine normal with 
a distinct renal lesion; extreme multiplicity of 
post mortem findings. 

My thanks are due to Dr. Heliodor Schiller 
for his kind assistance in the post mortem ex- 
amination. 


General Blastomycosis. 

I will point out the principal features of this 
case and ask the members to examine the pa- 
tient. Beautiful examples of the organisms were 
obtained from the ulcer on the patient’s leg by 
Dr. Ormsby. The diagnosis has been confirmed 
both by the microscope and by the organisms 
found by a number of eminent dermatologists 
of this city. The patient was examined this af- 
ternoon by Dr. Montgomery, who, with Dr. Hyde, 
has published fourteen cases of this disease. I 
have placed by the side of the patient the mon- 
ograph of Drs. Hyde and Montgomery which 
contains beautiful illustrations of this disease. 
The disease is known as blastomycetic dermati- 
tis. Those two photographs which I will pass 
around are fairly good ones illustrating the 
lesions. 

The disease was first brought to our attention 
some seven or eight years ago by Gilchrist, and 
since then there have been quite a number of 
cases recognized. It is characterized clinically 
generally by one lesion, or by more or less gen- 
eral infection as this patient shows. It is char- 
acterized locally by the fact that the edges of 
the lesions are raised, sharply demarcated from 
the surrounding normal skin. These edges con- 
tain a number of small miliary abscesses. An- 


other characteristic of the surface is fairly well 
shown in this case, but not so well as it was two 
or three days ago, that is, a peculiar wart-like 
or papillomatous condition of the ulcer. It was 
upon this, even without a microscopic examina- 
tion, that the diagnosis was made, and the pa- 
tient brought to the Cook County Hospital. I 
believe, and Dr. Montgomery and others have 
agreed with me, that we are dealing here wit! 
one of the rarer cases of general infection by thx 
blastomyces. We are beginning to know some- 
thing about the pathogenicity of the yeast-like 
organisms that produce pus and general infec- 
tion, and often causing death through cachexia 
You can see the inroads the disease has mad 
upon the general condition of this man. He is 
a Bohemian, 40 years of age, and first noticed : 
small, circumscribed abscess which appeared 
upon the left side of the chest. Following th« 
abscess on the left side of the chest, which healed 
after using medicine, he noticed an ulcer forming 
upon the place where the largest ulcer exists at 
the present time—the posterior surface of th 
right limb. This was gradually enlarged unti 
it attained its present size. He has an ulcer of 
the typical blastomycetic type on the left hee 
and two on the right leg, one of which is large 
He has an abscess that formed spontaneous]; 
upon the anterior aspect of the right elbow 
and some characteristic warty excrescences cov- 
ered by some crusts under his chin. 

As regards the differential diagnosis of the 
disease, it is to be distinguished from tubercu 
losis verrucosa cutis, from carcinoma and syph 
ilis, and the only question would be in regar 
to the serpiginous type of syphilis. 

It is much more difficult to differentiate thi 
disease from carcinoma. We have the enlarge 
hard lymphatics and the disease spreads muc! 
more rapidly in carcinoma. I believe it is of o1 
years duration in this case, and is not spreadins 
rapidly. 

The differentiation of blastomycosis from tu 
berculosis is difficult. The only way the diag 
nosis can be made from tuberculosis of the ski 
is the fact that tuberculosis seldom appears o 
the face. I refer to tuberculosis verrucos 
Tuberculosis does not present the characterist 
softening of miliary abscesses along the edg: 
Tuberculosis is not apt to spread quite as raj 
idly as this disease, but much more slowly) 
Another characteristic is the finding of the ty; 
ical organisms, the yeast cells of blastomycs 
in the miliary abscesses. 

Diffuse Septic Peritonitis Following Appendiciti 

I wish io present three patients illustrating t! 
progress we are making in the treatment « 
diffuse septic peritonitis complicating append 
citis, who were operated upon on an averag 
of between thirty-four or seventy-two hou: 
after the onset of the disease. In two of tl 
eases perforation occurred into the free per 
toneal cavity. In one there was no perforatio 
of the appendix, but it was a virulent type 
appendicitis which is generally recognized 
streptococcic, and which we have looked upo 
as a hopeless type, with general invasion of t! 
peritoneum. I do not mean a type of peritonit 
in which we have a little pus scattered aroun 
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ippendix, or where there is partially walled 
abscess cavity, where we take out the ap- 
dix, but a diffuse septic peritonitis, the pus 
ig diffused everywhere over the free periton- 
cavity. The intestines in these cases 
hed in pus as high up as we could reach, 
ost up in the region of the liver and dia- 
agm, with liquid pus and fibrinoplastic ma- 
il thrown out. In one case the condition was 
rulent; in others we had to deal with a milky, 
bid sera. We could not have saved these 
ents five years ago with the methods then 
ogue. We have to thank one man for im- 
ving our percentage of recoveries in 
ses—Dr. Fowler, of Brooklyn. Dr. Fowler, in 
0, published a paper in which he recom- 
ended the Fowler position in connection with 
rations for diffuse septic peritonitis. Un- 
ibtedly most of you are familiar with it. He 
o recommended flushing these cases freely 
th salt solution, putting in drains, and, instead 
letting the patients lie flat on their backs, to 
p them up in bed or to elevate the head of the 
the object being that the pus will not grav- 
te towards the diaphragm where the large 
phatics are but toward the palvis and by 
-‘rting drains in the pelvis we can get rid of 
pus quicker than in any other way. 


were 


these 


desire to around photographs of a 

e apparatus we are using in the Michael 

se Hospital, which was suggested by one of 

~ head nurses. It is designed for use in this 

rk instead of using a saw-horse, chairs, tables, 

anything of that sort. This photograph 

shows the elevation of the head of the bed. 

These three patients were treated practically 

same. We did not know before I operated 

two of the cases that the peritonitis was dif- 

I did not think the infection had extended 

ond the appendix. I made the usual incision 

ippendicitis in these two, but had to enlarge 

In a third case I made a diagnosis of ap- 

dicitis before operating, and-made the incis- 

in the median line. The best practice is, in 

es where a median incision is made, not to 

iscerate, because this adds more or less shock. 

0k a long nozzle, used one of the larger 

es, and flushed it between the different coils 

ntestines as much as I could. I used three 

four gallons of salt solution in each case. 

er washing and sponging it out, leaving sotne 

il in the peritoneal cavity, I inserted a drain 

irds the pelvis in all cases, in one a Mikulicz 

in. Two of the cases were treated with 

s drainage tubes plus a Mikulicz drain. 

vadays surgeons have different opinions in 

ecard to the drainage of these cases. Recently 

i meeting of the Chicago Surgical Society, 

Van Buren Knott read a paper on this sub- 

t, which was discussed by men of considerable 

experience, and the opinion was expressed by 

some that a drainage tube with gauze inside of 

it was preferable to other forms of drain. I 

ve reason to believe that a Mikulicz drain, 

vith gauze used inside of it, and which is grad- 

ly removed after twenty-four to forty-eight 

irs, and other gauze substituted, is one of 
he best drains we can use for that purpose. 


The Fowler position was used systematically 


pass 
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in these three cases. I believe elevating the 
head of the bed is preferable to putting patients 
who have been operated upon in bed and prop- 
ping them up with chairs or pillows. By ele- 
vating the head of the bed we can keep them 
in a fixed position at an angle of forty-five de- 
grees. The method we have used in two of 
these cases and has been followed by excellent 
results, is giving these patients continuously 
salt solution per rectum after operation. That 
was accomplished in this way: We introduced 
a small catheter into the rectum, and put an 
irrigator next to the patient, which was elevated 
a foot or more above the level of the bed, and 
we had a pinch-cock arranged so that a few 
drops of salt solution kept on flowing all the 
time. It is really wonderful the amount of 
absorption that will take place by the continu- 
ous pouring-in of salt solution, and it is very 
advantageous over the older method of giving 
these patients salt solution every four hours. 

I will briefly speak of the results of Fowler, 
who says that in former times, under the old 
methods of treatment, seventy-five patients out 
of every hundred died from general peritonitis, 
with appendicitis, up to the year 1900. Drs. R. 
S. and G. R. Fowler have managed to save 67 
cases out of 100. You will readily see that this 
is an enormous improvement in our mortality. 
Dr. Van Buren Knott reported 19 cases upon 
which he had operated for diffuse peri- 
tonitis, with recoveries, 

The case of this little girl is of special inter- 
After the operation she had a good many 
and it looked as though we going 
to have post-operative intestinal obstruction, 
and the only way we succeeded in getting con- 
stant bowel movements was to give large doses 
of magnesia sulphate and cascara daily. 

Here is another case, that of a woman of 35, 
in which there were complications. She had a 
diffuse septic peritonitis complicating an appen- 
dicitis in about a week after the 
She had a temperature of 102°, with 
count of 20,000. It 
a circumscribed apsu- 
lated between the intestines I 
decided to go in again, but after waiting twenty- 
four to forty-eight hours, and keeping up cathar- 
sis, the temperature dropped 
toms often indicate the 
abscesses between the 
tines. 

The third case had a post-operative hernia 
with adherent intestine so small that it was 
necessary to operate and resect a portion of the 
intestine last summer, which we did, and 
tained a good result. The whole peritoneal cav- 
ity was practically obliterated by adhesions. 


septic 


seventeen 


est. 


colics, were 


operation. 
a leucocyte 
looked as though there was 
abscess somewhere en 


coils of the 


again. Such symp- 
formation of localized 


adherent coils of intes- 


ob- 


Hodgkin's Disease. 

This young man shows a well-marked case of 
Hodgkin’s disease. The patient was referred to 
me by Dr. Ballenger, and I have asked him to 
begin X-ray treatment for this disease. It is 
a marked case of Hodgkin's disease, with exten- 
sive cervical gland involvement. The patient is 
twenty years of age, yet the disease is so marked 
that it has involved to a great extent the cervical 
and axillary glands. 





456 


He began the daily use of the X-ray two weeks 
ago and the mass on the right side has decreased 
at least one-third. 


Skin Grafting by the Wolf Method. 

The next illustrates a comparatively 
new method of skin grafting, and I thought it 
would be of interest to show you this case be- 
fore all of the parts have healed. In two places 
on which skin grafts were used healing has 
taken place, and the others will be practically 
healed in a short time. The method can best 
be shown by passing around some photographs 
taken before the grafts were used. 

This young man, last September, while at- 
tending to a press-feeder, caught his hand in a 
sheet of paper which passed in between two 
rolls, sustaining a compound fracture of one of 
the phalanges, and extensive crushing of the 
fingers opening the flexor tendon sheaths that 
I was in doubt whether to amputate or not. She 
was taken to the West Side Hospital, the hand 
was cleaned thoroughly, removing all grease and 
dirt from it, and to make the description of the 
case short, I will say that we secured primary 
union, far as we could, with scar 
tissue. Following the operation, on account of 
the adhesion of the tendon to the scars, the hand 
Was very much contracted, so that it was prac- 
tically useless. I knew the lengthening of the 
tendons was not practicable, and that breaking 
up the adhesions of the joints and cutting the 
tendons would not do any good. I finally sug- 
gested to her that she permit me to anesthetize 
her and cut the scar tissues where the tendons 
were adherent to it. The tendon sheaths were 
destroyed by the original accident. We put on 
a form of graft known as the Wolf or Krause 
graft, which differs from the Thiersch skin 
graft, and from the pedunculated graft which we 
sometimes use, where we graft from the abdo- 
men. In this case I took two large pieces of 
skin from the abdominal skin and trimmed off 
only the subcutaneous fat. The advantage of 
this method is that you apply the grafts 
accurately. You will notice the amount of ex- 
tension of the fingers which she now has. She 
has good motion, and in a short time, with exer- 
cise by means of a rubber ball, we hope to im- 
prove this much more than it is. I will pass 
around some photographs showing the condition 
of the hand before operation, and also when the 
grafts were taken. 

Those who have not 
of skin grafting will at first think that every- 
thing is going to be a failure, and that every 
graft is going to slough. But that is not the 
case, and it is largely the reason why I brought 
the case here to exhibit. 


case 


as excessive 


ean 


resorted to this method 


Case of Encapsulated Tubercular Peritonitis. 


This young man came to me with a history 
of what was considered by a physician in Indian- 
apolis as an attack of appendicitis, with pain in 
the right iliac region. When I saw him he had 
a tumor which projected to the right of the 
umbilicus. It was soft and fluctuating. Appar- 
ently one could reduce it completely. The case 
was diagnosed by an excellent internist, and I 
thought it was the same thing when I saw him, 
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as a hydronephrosis. 
appear upon 


The tumor seemed to dis 
pressure from the renal regio: 
Then I changed my diagnosis, and thought 

was a mesenteric cyst. There was apparent! 
tympany in the area above the tumor. Whe 
I operated I found it was an abcess cavit 
which extended from the level of the iliac re 
gion away up. He had no temperature; no let 
cocytosis. This condition has been going « 
for four months. When I found the upper lev 
of the diaphragm, and went over as far to tl} 
right as the median line and downwards to t! 
pelvis, it was an encapsulated tubercular pe 
itonitis, the microscope showing giant cells an 
typical tubercle bacilli. 

Non- Development of the Testes Causing Infant 

ilism. 

The next case is not mentioned on the pr 
gram. I am going to ask the members to exan 
ine this young man. It is a rare case. TI 
patient was referred to me originally by Dr. 
B. Sincere, of this city. There are some int« 
esting features connected with the case. Ever 
organ has its internal secretion and when t 
testes are not developed, there is somethir 
lacking in the male organism. He is thi 
years of age, and well developed so far as t 
bones go. If you will look at him carefully y: 
will see that his fat is like that of an infant, 
is also the skin. There is no hair on the ger 
talia, and the parts look like those of a child 
five or six. If you will palpate the scrotum, y« 
will find that both testes are present, but ver 
atrophic. They are scarcely larger than sma 
marbles. This is not a case of infantilism fro 
non-descent of the testes, but simply one d 
to non-development of them. 

Dr. E. J. Senn: I would like to 
or two in connection with what Dr. Eisendra 
has said concerning diffuse septic peritonit 
I do not think we should allow such an ass¢ 
tion as he has made to go unchallenged. I ha 
never seen a case of general diffuse septic p« 
itonitis recover, and I have seen quite a numb 
of them, especially when we consider append 
operations. The incision that is made for t 
ordinary appendix operation does not allow f: 
inspection. In the suppurative cases this i 
cision is made somewhat larger. The rule 
the present time is to make the muscle-splittin: 
gridiron incision ,and I would like to know w! 
proof Dr. Eisendrath has for calling these cas 
general diffuse septic peritonitis. He has n 
explored the entire abdomen. I have seen ti! 
and again coils of intestine present themselv: 
in the wound, making one think that he w 
in the general peritoneal cavity, but by maki 
a careful examination we will find that this 
not the case, as I have noticed in one particul 
instance of traumatic rupture of the intesti 
In this case, when I first made the incision 
was certain that I had to deal with a diffus 
general peritonitis. But upon more careful « 
amination I found in the upper left quadrant 
the abdomen a considerable area of non-infect: 
peritoneum, covered by spider-web adhesio: 
So I do not think we can allow such an ass« 
tion as this to go into print without proof. A 
most ever case of diffuse septic streptococ: 


say a wor 
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peritonitis is demonstrated on the post-mortem 
table. We must consider this subject from a 
pathological standpoint. The very fact that 
I Eisendrath got a considerable amount of 

»-purulent pus, and stated that there was 

siderable fibrinoplastic material present, 
ws that the infecting organism was not of 
ery septic nature. In all cases in which we 
» streptococcus infection we do not find any 
immatory product, and the very fact that 
do not find an inflammatory product proves 

s septic nature. In many cases of infection of 
peritoneum, due to perforative peritonitis, 
lives of the patients are destroyed before 
re are any inflammatory products involving 
peritoneum. In other words, the patients 

ften die of general sepsis without even a per- 
tible peritonitis. The streptococcus finds its 
iral habitat in the lymphatic system, and 
toxins there soon destroy the life of the 
ient. 

rr. Eisendrath has not stated whether any 
of these cases was streptococcus infection. 
rdly think it is possible that there could have 
n such an infection. 

\Ve must be careful in making an incision in 
right quadrant of the abdomen. I have ob- 
ved many times, when surgeons have claimed 
have had cases of diffuse septic peritonitis 
yver, that there were no proofs furnished -to 
t effect. While I believe there may have been 
suppurative peritonitis in these cases, they 
uld be called cases of diffuse general septic 
itonitis. 

As regards the new treatment of placing the 

tient in a dependent position (Fowler), that 
very well. We know that the stomata in the 
phragmatic portion of the peritoneum rap- 

ily absorbs inflammatory products. 

Dr. W. S. Harpole: I would like to ask Dr. 

‘isendrath or Dr. Montgomery a question in 
ard to this subject. They seem to consider 
sufficient to make a diagnosis to find the 
stomyces, and they do not say anything about 

rching the tissues for tubercle bacilli. I 
uld like to ask Dr. Eisendrath whether the 
sues in this case have been searched for 

ibercle bacilli? 

\ few years ago, in reading a paper by Drs. 
Hyde and Montgomery on this disease, pub- 
lished in the British Journal of Dermatology, I 

oked over the report of the pathologist very 
refully, in an examination of the tissues, for 
effort to exclude histological tuberculosis. 

But no mention of such a search was made. 

Possibly every case they are reporting now is 

being searched carefully for tubercle bacilli. 

My reason for asking this question is this, 
that on a previous occasion in a case of blasto- 
mycetic dermatitis, which was recognized and 
pronounced such by a number of pathologists, 
proved to have tubercle bacilli in the tissues. I 
stained for them, and found them, and these 
findings were confirmed by Dr. Futterer, who 
saw them with me. 

Dr. C. O. Young: I was extremely interested 
in the cases of diffuse septic peritonitis reported 
by Dr. Eisendrath, since I had the misfortune 

lose such a case two days ago from this dis- 
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ease. I operated in the usual way, put in a 
drain, and did nothing more except te place 
the patient in the sitting position and give salt 
solution in the manner described. I will say, 
however, that my patient was in a desperate 
condition before the operation, and I am inter- 
ested to know in what condition Dr. Eisendrath’s 
patients were prior to operation. I believe we 
have come to the stage in the treatment of 
these cases when we should be honest with each 
other and be thorough in the description of our 
There are surgeons making statements 
now to the effect that they get a very low mor- 
tality in cases of general suppurative peritonitis, 
caused by appendicitis, and there are others 
who claim that they get nothing but mortality. 
In other words, their cases all die. We younger 
surgeons are meeting with this latter experience, 
and we would like to know which is the truth. 

So far as flushing out the peritoneal cavity 
with normal salt solution is concerned, I believe 
it has very little influence upon the progress 
of the case. This method has been tried and 
has been discarded. If we do any good in these 
cases, it would seem to me to be due to the fact 
that we open up and let out the pus; in other 
words, take off the pressure as we do in cases 
of other abcesses, and the less we do besides 
that the better the patient is off. We should 
not make the removal of the appendix our ob- 
ject at this stage. If we do as little as possible, 
simply opening up and inserting a drain, we 
are more likely to get a good result than by 
adopting more radical measures. 


Dr. Carl Beck: I would like to ask Dr. Eisen- 
drath whether he has examined any of the re- 
moved pieces of grafts, and whether they did 
not contain the whole thickness of the epidermis, 
leaving more or subcutaneous tissue on 
the surface. so that the remnant of the Wolf 
graft is nothing but a keloid after a while. 


cases. 


less 


I have repeatedly used Wolf grafts, and I have 
found them in the majority of cases to be in- 
ferior to the pedunculated flaps, so that I can 
say that pedunculated flaps are to be recom- 
mended, the Wolf grafts usually becoming necro- 
tic on the surface, and leaving nothing but 
keloid tissue. After examining this case I can 
see very little of the epidermal surface left on 
the grafts. I am pretty sure that in time the 
epidermis will become atrophied. Under the 
microscopic we can see nothing but fibrous ma- 
terial taking place, which naturally is soft, and 
after a time these tissues will become atrophied. 
While I believe the function of the fingers will 
be good, because the injury was not over a joint 
surface, but between the joint and not very deep, 
the result of the grafting will be about the same 
as if there had been plain cicatrization. The 
cicatrix, after a while, will also become movable, 
and with a certain amount of orthopedic treat- 
ment we may get considerable movement of the 
cicatrix, and also good function. 


Dr. Eisendrath (closing the discussion): I am 
very glad to get Dr. Beck’s opinion in regard to 
the case in which I resorted to skin grafting. 
I debated in this particular case for, at least, 
five or ten minutes as to whether I should use 
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pendunculated grafts, but decided in favor of 
Wolf skin grafting, for the reason I had four 
surfaces, each one of which was about one- 
quarter of an inch wide by an inch long, and 
if I took peductulated grafts, I would later on 
have to cut the flap to correspond to the space 
of the fingers, and that would probably take a 
much longer time, and I would not get as good 
a result as if I took four pieces large enough 
originally to fill up the corresponding gap. That 
is the reason I decided to try a Wolf graft in 
this particular case. 

I did not examine the portion which sloughed 
off, because I thought it was simply necrotic 
tissue. I have been watching the case with in- 
terest from week to week, and in between the 
granulation tissue one can see distinct islands 
adjoining each other of epidermis, and this 
lower portion, I am confident, is not keloid, be- 
sause I saw it after the necrotic portion had 
sloughed off. The only way we can tell abso- 
lutely would be to make an incision. It is not 
keloid tissue that she has over the second finger, 
but epidermis. So far as the functional result 
is concerned, I believe it is fifty per cent better 
now than it before the operation, and in 
time, with orthopedic treatment, and by means 
cf apparatus, she will be enabled to use these 
fingers freely. 


was 


In reply to Dr. Harpole’s question, I have the 
superior experience of Drs. Montgomery, Orms- 
by and_Hyde in this particular direction. This 
is the second case I have had of blastomycetic 
dermatitis. My first was the fifth ever 
published in America, published by Dr. Owens 
and Mr. Ready, and myself. 


case 


As to the histo-pathology to which Dr. Har- 
pole referred, the presence of giant cells in the 
infiltrated of the corium resembling tu- 
berculosis, etc., we know that giant cells can 
occur in syphilis and other diseases besides 
tuberculosis, so there is no reason why, in such 
a chronic inflammatory condition as this is, 
giant cells should not occur. Dr. Harpole no 
doubt knows that it is difficult to demonstrate 
tubercle bacilli in the tissues. As Drs. Ormsby 
and Montgomery have said, we may have to 
stain hundreds of section before we are able to 
find a tubercle bacillus. The only positive way 
to differentiate this and tuberculosis 
would be the inoculation test, which has not 
been carried out in this case. 


areas 


disease 


With reference to Dr. Senn’s pessimistic views 
on diffuse septic peritonitis, I can only say that 
he will have to modify his methods, as we are 
progressing rapidly with the treatment of diffuse 
septic peritonitis. Furthermore, I wish to say, 
those who have seen cases of septic peritonitis 
will not be disappointed after trying this treat- 
ment. 

In regards to what I mean by a diffuse septic 
peritonitis, that depends on our knowledge of 
surgical pathology. Personally, what I call sep- 
tie diffuse peritonitis is this: That the pus is 
free over the entire abdomen. I did not open 
the abdomen in any of these cases through a 
McBurney incision, but used a straight incision, 
going through the muscles in a straight line. 
In two of the cases I opened in the appendiceal 
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region, but I gained a view of the whole periton 
eal cavity. In the third case which I opene 
in the median line, the abdominal walls were s 
well retracted that every one of the coils of ir 
testine was eviscerated, covered with fibrin 
plastic lymph. This does not mean that tl 
abdominal cavity need necessarily be oblite: 
ated, but means a different form of infection, ; 
that if we have free fliid with fibrinoplasi 
lymph, it means a less virulent infection. | 
the case of the young girl there was an immen 
quantity of fluid between every coil of inte: 
tine. This was the only case of the three 
eviscerated. I do not recommend this practic 
because it adds greatly to shock. I was ve. 
anxious to save this patient, as she had a puls 
of 152 at the time of the operation. The cas 
loked like an absolutely hopeless one, and 
told the parents so at the time of the operatio 
saying that there was one chance in a thousan: 
but that I would make every effort possible 
save her. This is what I call diffuse sept 
peritonitis, when one with the naked eye ca 
see every coil of intestine bathed in pus. W 
found it in the lumbar region; we found fr 
pus in the pelvis wherever I could reach. | 
course, through an incision of this kind \ 
cannot reach the subphrenic spaces. This 
out of the question. If one wants to be abs 
lutely and technically correct, in useing t 
term diffuse septic peritonitis, we should nev: 
use it except when those spaces are involved 
In one case I had 
threatening intestinal 


occasion to operate for 
obstruction from post 
operative hernia about six months after t! 
original operation. I found adhesions betwe: 
every coil of intestine wherever I looked in t 
abdominal cavity. It was not safe in this ca 
to do an intestinal resection, on account of a 
hesions, and to use the Murphy button; I h 
to use the suture method. Diffuse septic pe: 
tonitis means, so far as the eye can see, t 
involvement of nine-tenths of the peritone 
cavity with pus, and following it we have di! 
fuse adhesions. One of these patients pass: 
through one attack of diffuse septic peritonit 
without operation four years ago, but it was 
stormy time for her. She was ill for six mont! 
In’ the second atack she said she would nev: 
go through it again without an operation, a 
insisted upon an operation being perform: 
within forty-eight hours from the onset. 
was a cure where I could not get into the ge 
eral peritoneal cavity without going throug 
the omentum. The omentum was adherent 
the pelvic viscera. I found the intestines agglu 
tinated to each other. 

In answer to the question of Dr. Young as 
the condition of these patients prior to- oper 
tion, they showed clinically the typical signs 
peritonitis. The pulse ranged in none of the 
less than 130. There was diffuse tendernes 
and rigidity of the abdomen in every case. 

I think the results of these three cases a 
encouraging, and I am sure, from my expe! 
ence, in having had these successful results, 
shall go on using the same treatment. 

Dr. Frank Hugh Montgomery. The case ©! 
blastomycosis exhibited by Dr. Eisendrath shou!:! 





These systemic cases are as yet too few 
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f interest to all practicing physicians, since, 
iddition to the extensive cutaneous lesions, 
re is probably systematic infection. It is of 
ial interest to those of us who have been 
rking in this field for a number of years in 
endeavor to demonstrate to the dermatolo- 
ts, pathologists and the profession in general 
t the disease has a distinct clinical ani path- 
sical entity. Cutaneous blastomycosis is now 
erally recognized, cases having been reported 
lifferent parts of this country and also in 
eral cities in Europe, though for some unex- 
ned reason the majority of all cases reported 
e been from Chicago and its vicinity. 
the monograph, referred to by Dr. Eisen- 
th, Dr. Hyde and I reported 14 cases of our 
Since that time we have hai under our 
» about a dozen new cases and have seen as 
iy more in the practice of other physicians. 
st of these new cases have not yet been pub- 
ed. 
While the possibility of systematic blastomy- 
s has been recognized for several years and 
w cases reported, even those who are most 
iliar with the subject have not believed that 
systemic infection would be common enough 
e of great interest to the profession at large 
recently when the number of systemic 
s has increased sufficiently to warrant us 
he belief that the subject will soon be of a 
and practical interest to every general prac- 
ner. 
fhe systematic case which was worked up 
horoughly and reported by Drs. Ormsby ani 
er demonstrated clearly the ease with which 
s of this disease could be allowed to pass 
tuberculosis, and the necessity therefore of 
practitioner being informed on the subject. 
ystematic case was reported recently before 
society by Dr. Cleary. There are in this city 
adjoining towns 4 or 5 recognized cases of 
ematic blastomycosis and at least two oth- 
in which the patients are dying from what 
probably prove at the autopsy to be sys- 
blastomycosis. This case of Dr. Ejisen- 
th is in all probability one of systemic infec- 
as we found this afternoon typical organ- 
s in the pus from an abscess which had 
ed spontaneously beneath the skin. 
in 
permit a distinct classification or 
lusion with reference to their symptom 
plex. In the cases that have been studied 
-mortem, the lungs, liver, spleen, kidneys 
other organs have been involved. The 
ptoms consequently may point to any one 
hese organs or to all of them. A feature 
h is common in all these cases is, that while 
simulate tuberculosis, pneumonia, nephri- 
or other recognized disease, the course is 
what atypical and not that which usually 
in the suggested disorder. The disease with 
h blastomycosis may be most easily con- 
ied is tuberculosis, with which it has not 
many symptoms -in common, but also the 
s pathology of the two diseases is very much 
and distinction in some cases would be 
ult or even impossible without careful mi- 
copie and bacteriological examination. Sys- 


ber to 


temic infection may follow a long period of cuta- 
neous disorder, as in the case first reported by 
myself; or, as in Dr. Ormsby’s case, the systemic 
disorder may be primary and the cutaneous 
lesions be preceded in every instance by the for- 
mation of subcutanous abscesses. In the Busse- 
Busthke case the systemic and cutaneous lesions 
appeared about the same time. In at least one 
reported case there was no cutaneous lesion 
whatever, the disease being manifested chiefly 
in the formation of multiple metastatic abscesses 
in which were found typical blastomycetes. 

It is quite possible that in the past some of 
these cases have escaped detection, even where 
an autopsy was held, since the gross pathology 
is so much like that of tuberculosis. In Chicago 
and its surrounding territory it behooves us, 
therefore, to be on the lookout for this disease 
at least in all atypical cases of supposed tuber- 
culosis and in all instances in which metastatic 
subcutaneous abscesses or nodules form and 
which cannot be accounted for in other ways. 

In response to the question raised, whether 
tuberculosis has been excluded from these 
cases, I would say that a careful study of the 
literature would show that in many of the 
cases every possible test was made for tubercu- 
losis and the latter carefully excluded. 

The systemic case which I reported presented 
for a number of years cutaneous lesions of a 
unique character. The patient first came under 
my care in 1896, when we knew nothing of blas- 
tomycosis. It was stulied more or less carefully 
by a number of dermatologists and surgeons in 
this city, but, though the resembled 
those of tuberculosis it was generally agreed 
that the case was unique I examined many 
smears and histological sections for tubercle 
bacilli, and inoculated a number of guinea pigs 
without finding any evidence of tuberculosis, 
except the finding of four or five bacilli (which 
apparently were tubercle bacilli) in a small ab- 
communicating with the surface of the 
skin. I was in Europe when the patient died 
and on my return was told that the autopsy 
showed military tuberculosis. I accepted the 
statement, though I was unable to find any of 
the material or the hospital records of the case. 

After I reported the case, Dr. Walker, who 
(unknown to me) had performed the autopsy, 
came forward with lung tissue in which he had 
demonstrated the blastomycetes in large num- 
bers. Though many of the sections of the lung 
tissue were stained for tubercle bacilli, none 
could be found. , 

In all of the cutaneous cases sections have 
been prepared and searched for tubercle bacilli 
and in many cases guinea pigs have been inocu- 
lated. I reported one case in which a cutaneous 
blastomycosis was followed by a systemic in- 
fection with tuberculosis. Certainly in the sys- 
temic case reported by Drs. Ormsby and Miller 
nothing was left undone to detect tuberculosis 
had it been present. 


Dr. Oliver S. Ormsby: I should like to cali 
the attention of the Society to the preparations 
under the microscopes. They are smears of pus 
taken from Dr. Eisendrath’s case this afternoon, 
both from the cutaneous lesions and the deep- 


lesions 


scess 
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seated subcutaneous lesion, mounted in one 
per cent potassium hydrate _ solution. The 
double-contour, capsule, etc. ,of the organism is 
well shown, and many budding forms are pres- 
ent. The question Dr. Harpole asked concern- 
ing tuberculosis in these cases brings to my 
mind a case in which that condition was ruled 
out, so far as our work was able to do this. 
The case occurred in the consultation practice 
of Drs. Hyde and Montgomery, and was worked 
out by Dr. Miller and myself two years ago. 
Tuberculosis was thoroughly discussed in con- 
nection with this case, and our efforts were di- 
rected to making the differential diagnosis as 
certain as possible between tuberculosis and 
blastomycosis. Some time before the patient 
died, he was given injections of tuberculin in 
the usual way, without reaction. Tissue taken 
both before and after death from the various 
parts of the body failed to show tubercle bac- 
illi microscopically, culturally or experimentally. 
Many guinea pigs were inoculated at different 
periods of the disease and at the post mortem 
table, and not one developed tuberculosis, but 
all developed either local or general blastomy- 
cosis, except those that died within four days of 
septic infection, these having been inoculated at 
the post mortem and infected at that time. The 
skin, liver, spleen, lungs, kidney, etc., were thor- 
oughly examined microscopically for tubercle 
bacilli, all with negative results. Hundreds of 
sections, suitably stained, were examined. Drs. 
Otis and Evans also examined very many sec- 
tions of the internal organs with similar re- 
sults. Both Dr. Hyde and Dr. Montgomery saw 
many sections and confirmed the findings. In 
ali the work not a single tubercle bacillus was 
demonstrated. Culturally and experimentally, 
we could develop only blastomycetes, so that in 
this case of systemic or generalized blastomy- 
cosis we feel warranted in ruling out tubercu- 
losis. 

I am exceedingly glad to have had the oppor- 
tunity of seeing another case of general infec- 
tion, because, three or four years ago, while in 
Europe, I was positively convinced that there 
was no such disorder as blastomycosis existing 
as a primary infection; but since I have been 
here I have seen a large number of cases and 
cannot doubt it, and the evidence is more strik- 
ing since these systemic cases are being demon- 
strated and the causative organisms are being 
found in pure culture throughout the entire hu- 
man body. 

A regular meeting was held March 15, 1905, 
with Dr. Jacob Frank in the chair. 

1. Dr. Frederick Mueller read a paper on 
“Ultimate Results After the Bloodless Reposi- 
tion of Congenital Hip Joint Dislocations, with 
Demonstration of Cases Operated on by Adolph 
Lorenz, 1902, and Frederick Mueller, 1902-4.” 

Discussed by Drs. John Ridlon, Edwin W. 
Ryerson, Edward H. Ochsner, John L. Porter, 
Arthur B. Hosmer, and, in closing, by Dr. Muel- 
ler. 

2. Drs. Carl Beck and Carrell, of Lyons, dem- 
onstrated specimens illustrating a method of 
formation of a pre-thoracic esophagus. 

Discussed by Drs. Edward H. Ochsner, Jacoh 
Frank, and the discussion closed by Dr. Beck. 


3. “Trypanosoma, of Lewis: A Preliminary 
Study of the Trypanosomiasis of the Wild or 
City Rat in Chicago, with Demonstration of 
Specimens,” by Dr. John H. Hultgen. 

Dr. John Ridlon: Mr. President—I do not 
think it would be in any way profitable for me 
to discuss this paper. I have been interested 
seeing the patients. I am disappointed in se: 
ing so few of those operated by Dr. Lorenz 
have recognized only one of the twenty-nir: 
cases reported by me a year ago. That ca 
which I reported as “anterior” when seen tw: 
weeks after the operation, is now reported 
“subspinous.” In those reported a year ago t 
results perhaps were not final; they were t 
results at that time. The results were soug 
after earnestly, and of the twenty-nine cases 
one case I was unable to trace. When I saw t 
case in the cast six weeks after operation, t 
head was apparently in the acetabulum. Int 
the results were perfect anatomically, when last 
seen by me. In six the head could be felt in t 
groin, and might be considered somewhat 
terior to the acetabulum. Thirteen showed 1 
head above the acetabulum. Seven were fa 
ures. By failures I do not mean relapses, bu 
failure to effect apparent replacement at th 
time of the operation. 

I entirely agree with all those who pract 
bloodless replacement in believing it is the best 
operation for all operable cases, and the or 
operation to be considered for bi-lateral cas 
This I said in my paper a year ago. 

As to what percentage of cases are perf 
anatomical replacements and what per cent ar: 
good results, depends very greatly upon 
opinion of the men who examine the cases a 
determine the results. 

In Boston a committee was appointed by on 
of the medical societies to examine all the cas 
that had been operated in Boston, those 
Lorenz—six, I think, and those by the other su 
geons who have operated in Boston. This com 
mittee was composed of one orthopedic surg: 
and two general surgeons. In all cases X-1 
pictures were provided with the patients, and 
unprejudiced an examination was made as 
was possible for those gentlemen to make, but 
they differed entirely in many cases with 
surgeons who had operated as to what the r 
result was. The committee believed some cas 
were perfect anatomical replacements, while t 
surgeons who operated did not consider th 
perfect anatomic replacements, and some ca 
were considered perfect anatomical replaceme! 
by the committee that were not so considered by 
the surgeons themselves; so that with the most 
honest of motives there may be a differenc« 
opinion as to whether in an individual c 
there is a perfect anatomical replacement or 
imperfect anatomical replacement. In ot 
words, the head may lie secure deeply in fro: 
of the acetabulum or a little in front of it, or : 
little above it. It does not matter whether ° 
have ten or fifty per cent of anatomical repla: 
ments; whether we have good results, anterior, 
supracondyloid, or subspinous; whether these 
good results are forty or sixty per cent, it does 
not signify. The point of interest is as 
whether bloodless replacement is the best oper- 
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mn for congenital dislocation of the hip in all 

es that are operable by any method, and I 
positively cf the opinion that it is the best 
hod. I do not think anyone has shown a 
hod that is better than the bloodless replace- 

it; but whether that maneuver shall be per- 

ned as Lorenz performs it, or as each of the 
rators have performed it, in his individual 

s, a little differently, flexing the leg a little 
e or a little making greater or 
tion, does not signify. The point of interest 
s to whether bloodless replacement is a jus- 
ble procedure. If so, it is the best procedure. 
would like to say a two 
reply to Dr. Ochsner, that it is a mis- 

e to put an age limit to these The age 
he patient has nothing to do with the ability 

replace. It is the degree of shortening and 
tion in the shortened position which makes 

mpossible to effect satisfactory replacement 
some cases while we are successful in others. 
ive operated and found it impossible some- 
es to effect satisfactory reduction or replace- 

t in bilateral cases, even at the age of five 

six, because if the patient has an inch and a 
of shortening, it is a difficult case. A pa- 
t with an inch and three-quarters of short- 

ig is a difficult case. If it is more than that, 

s impossible sometimes, particularly if the 

k is short and the head depressed, to effect 

yer replacement, so that the question as to 

ether a child is five, ten, or thirteen years of 
makes no difference of itself, but it is the 
gree of shortening that makes the difference, 
it is shortening of the blood and 
ves that makes it impossible to bring about 
isfactory replacement, and not necessarily 
rtening of the muscles. 

Dr. Edwin W. Ryerson: What Dr. 
said is the opinion of almost all 
have had experience with this method. 
re is no question in my mind at all. that 

ry congenital dislocation of the hip should 
operated upon by some procedure, either 
the Lorenz method or some other similar 

But shall we stop there or not? No. 

ny opinion, no case of single congenital dis- 

ition of the hip should be allowed to go 
ugh life without everything possible being 

e, and there are unfortunately quite a num- 
of cases of congenital dislocation of the hip 
h cannot be reduced by the Lorenz method, 

by the modification of Dr. Hoffa, or by any 

r similar method. There are a good many 

h hips. Are we simply to throw up our hands 
n we get so far as that, and leave it alone 
not do anything? I believe we should try 

Lorenz method several times. Several trials 

uld be made, because it has been founi by 

umber of operators that if an unsuccessful 
ilt is obtained at the first trial, a second 
| may prove successful in replacing a con- 
itally dislocated hip. In spite of all the 
ticisms that have been made about the 
ation being harmful, I have seen no particu- 

y bad results from it; I have seen no case 

lestruction of the blood vessels such as we 

1 about. I have seen a fracture produced 

the operation below the trochanter which 
healed in the usual way, and the dislocated 


less, less 


word or 


cases. 


vessels 


‘Ridlon 
surgeons 


hod. 


461 


hip joint subsequently was perfectly reducible. 
I do not believe in this man” of the 
terrible dangers of the Lorenz operation. We 
should not stop with an irreducible single dis- 
location of the hip joint, when we cannot put 
it back by the Lorenz method. In a number 
of instances these conditions can be overcome 
by open incision, and if I had a boy who had a 
single dislocation of the hip and I couli not 
replace it by the bloodless method, I would 
want to have it cut down upon and replaced, 
because it is usually possible to get the head 
into the socket by operation, even though some 
of the relapse. Therefore, I go further 
than Dr. Ridlon and say that if we cannot suc- 
ceed by the method, we should not 
hesitate to cut jown onto the head and replace 
it. 

Dr. Edward H. Ochsner: During the past 
two months I have had occasion to look up the 
statistics of reposition of the hip, and I have 
found a tremendous confusion on the subject. 
There are no two men who use the same terms 
in the same way. That is the condition of af- 
fairs that exists almost always when something 
new is developed in any of the sciences. It is a 
condition of affairs that must, however, be over- 
come. 

I must differ with Dr. Ridlon a little when he 
Says that it makes no difference what the per 
cent of recoveries is. It is a question that must 
be answered sooner or later, and I think every- 
one, who does work in this particular line, that 
is new, ought to make it a business to record 
his findings, his results, as honestly and faith- 
fully as he can possibly do so, so that statistics 
can be gathered and arranged in the course of 
the next five years that will give us an idea of 
what the ultimate result is in these cases. 

First of all, we see and hear the term “perfect 
anatomical result.” We all know that there is 
no such thing as a perfect anatomical result 
after a reduction of a congenital dislocation of 
the hip. We know there is no such thing as a 
perfect result in anything, and we should not 
use the term “perfect anatomical result.” We 
do not expect a perfect anatomical result in a 
simple fracture of the tibia; but we do expect a 
good anatomical result. We do expect and have 
a right to expect a good functional result, and 
should confine ourselves to the use of the term 
“good,” and by good functional anatomica! result 
we should mean a definite thing. If the head 
of the femur is in the acetabulum, if it stands 
permanently opposite the Y-cartilage, we have 
a good anatomical result. If it is a sub-spinous 
dislocation, it is removed a little bit from the 
Y-cartilage, and we no longer have a good ana- 
tomical result, though we may have a good or 
even excellent functional result. It is only by 
using a term in a definite way that we can im- 
part definite knowledge and reach definite con- 
clusions; and the way the English and German 
languages have been used in discussing this 
matter of congenital dislocations of the hip is 
simply scandalous. 

Another thing. We should, first of all, in 
making up our statistics, differentiate between 
operable cases and non-operable cases. The 
treatment of congenital dislocation of the hip 
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by this method or its modifications has been 
long enough to teach us the age limits. We 
should classify patients as below the age limit 
or above it. Only in that way can we get a little 
order out of the chaos that still exists. Nearly 
everybody, who has done much of this work, 
will agree with me that the age limit for a 
double congenital dislocation of the hip is about 
six, and for single is about eight. That is quite 
universally agreed upon. There are of course 
occasional exceptions to this rule. 

From my own personal experience, which has 
been limited, as I am not an orthopedic surgeon, 
I am not nearly as pessimistic as many of my 
friends are. When I said a good anatomical 
result, I meant that the head stands opposite 
the Y-cartilage. When I mean a good functional 
result, I mean that after the patient’s hip has 
been reduced and the patient discharged from 
eare, can walk along the street without anybody 
knowing what has been the matter with that pa- 
tient. I do not mean that such patients can 
possibly be stage dancers or anything of that 
kind. I mean an ordinary, good result. If we 
eliminate patients beyond the age limit, and such 
patients should eliminate themselves in a few 
years, we should not have children beyond the 
age limit with congenital dislocation of the hip. 
My experience has been limited to fourteen or 
fifteen cases, and of that number I have reduced 
all except one, and this was a case of double 
congenital dislocation of the hip, in which I 
was unable to effect reduction. I can further 
say, that of the other thirteen or fourteen cases 
—I have not had a chance to look over my rec- 
ords—in ten the head in either one or both, as 
the case may have been, has remained, according 
to the skiagraph, opposite the Y-cartilage after 
the last cast was removed. Three of them are 
still under treatment, so that the result cannot 
be determined yet. They are still in the casts. 

As to the functional result, it is good in every 
one of them. I will venture to say, that if any 
one of them were allowed to walk along the 
street, and you were not told that the patient 
had had a congenital dislocation of the hip, you 
would not be able to pick him out. 

I have seen a great deal of the work of the 
three most prominent men in this line of work 
in the world—the three men who have done 
more than all others put together probably— 
and it has taught me a few things about con- 
genital dislocation of the hip. Each one has 
some strong points, and each one has some 
weak points. Lorenz was the first to bring out 
the important point of the functional weight 
method; that is, you put a bone in the right 
place, keep it there for a sufficient length of 
time, and let the patient use it, you are going 
to have a nearly normal joint. That I have 
proven by one case that came to post mortem. 
That joint was as nearly normal as anybody 
wants a joint. Even Lorenz is slowly disregard- 
ing the great fundamental principle which he 
has laid down. I understand that Lorenz is now 
keeping his patients in casts only for six months. 
Hoffa keeps his patients in casts for twelve to 
sixteen weeks. I regard that as a great error, 
and I believe this is accountable for the great 
bulk of reluxations, subluxations and subspi- 
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nous transpositions. If you have once seer 
congenital dislocation of the hip before ope: 
tion, and have once studied the pelvis carefu 
after the operation, it stands to reason that it 
so plain you cannot make a mistake. In for 
teen weeks the cotyloid cartilage cannot be « 
veloped sufficiently. Retention of the head « 
pends upon three things, namely, first and lea 
deepening of the acetabulum; second, the shri 
ing of the capsule; and, third, and principa! 
the development of the cotyloid cartilage wh 
holds the head in place. No one can tell 

that that cotyloid cartilage will develop fr 
some rudimentary form to its perfect form, 
it should develop, after the dislocation has be 
reduced, in fourteen or sixteen weeks. My | 
tients do not get out of their casts for a ye 
and that is one reason why they do not have 

luxations. Another reason is that the head 
properly held in place. When the hip is 

placed, the acetabulum is so shallow that 
cannot keep the head from slipping; the caps 
is so long and lax that it canot keep the he 
from slipping. The cotyloid rim is absent, : 
what is going to keep the head in place in 

acetabulum, until the capsule has shrunken, | 
til the cotyloid ligament has developed, exc: 
a cast that is properly applied? And there m 
not be half an inch of padding which allows | 
head to move this way or that: if the k: 
moves half an inch either way, the head n 
move that mueh, and once out of the acetal! 
lum you are lost. All the men I have seen w: 
use cotton. They should use nothing but sto 
inet, and they should apply a cast so that it « 
be worn a year. If they do, they will have \ 
few reluxations. 


There are one or two things that most n 
do that are bad: After they have reduced a ( 
located hip, they allow it to redislocate f1 
two or three to twelve times to see how it wor 
I have not seen a surgeon who does not do t! 
After I have had a dislocated hip reduced o1 
that is all I want. I do not want the head 
slip out of the acetabulum again; I want it 
stay there. After you have once reduced a d 
located hip joint, you throw it out three or f: 
times and make it very easy for reluxation 
occur afterwards. 


Another thing: Most men, instead of 
pending upon the action of the hamst: 
muscles, which normally pull constantly agai 
the femur and push the head into the aceta 
lum, overstretch the hamstrings, so that t 
are useless afterwards. If we will remember 
great fundamental principle Lorenz develo} 
when he first brought out this subject, 
apply it in every case and not introduce 
many niceties which are useless, we will hav 
much better percentage of recoveries than 
have now. 


Dr. John L. Porter: There is not much 
for me to say on this subject. I wish to appl 
the statement that Dr. Ochsner has made, fi 
and chiefly, in regard to stretching and 0 
stretching the hamstring tenions. I believe ' 
is a mistake, and with Dr. Ochsner I agree t 
constant traction of the hamstring tendon u} 
the femur does more to help keep it in place t 





4 


CHICAGO MEDICAL SOCIETY. 


imost anything unless it is a plaster cast. The 
padding which we have used for these casts, 
many of them, has been too thick. I certainly 
believe that stockinet is enough, because I have 
seen several cases of congenital dislocation of 
the hip in which I knew that the head was in the 

etabulum after the operation was done, yet 
ubsequently proved to be in front of the aceta- 
pulum when the cast was taken off, and I believe 
that the stretching of the hamstring tendons, 
he thick padding which allows a litle play of the 
ead of the femur, ani the extreme abduction 
yere the three factors which contributed to the 
transposition of the head of the femur in front 
of the acetabulum, instead of holding it in place. 


I would like to have Dr. Mueller, in closing the 
discussion, tell us in how many cases he has 
»btained what he calls perfect anatomical re- 
placement. I have seen enough of these cases 
to know that we cannot tell anything about the 
position of the femur by seeing a child walk. 

Dr. Mueller (closing the discussion): In re- 
gard to the remarks made by Dr. Porter, I pro- 
iounced in each case whether it was a perfect 
anatomical result or a subspinal position. 

About the age limit, I wish to say that I 
agree with Dr. Ridlon that there are no absolute 
age limits, though we have relative age limits 
in a general sense. I remember one case, a lady 
of twenty-five years, in whom reduction of the 
dislocated hip was accomplished very satisfac- 
torily. On the other hand there may be some 
cases that are irreducible, although the children 
nay be from two to three years of age. These 
ases, however, are exceptions. 

Therefore I do not share the opinion recently 
expressed by Dr. Sherman of San Francisco, 
that one possibility of reducing a hip joint 
stands against an overwhelming majority of 
mpossibilities. It must be considered strange, to 
say the very least, that Dr. Sherman pronounced 
nly one hip reducible among’ twenty-nine 
cases. The only excuse for this strange state- 
ment may be that he judged these cases from 
the mere aspect of the open joint, without trying 
he bloodless reposition. 

With reference to the stretching of the ham- 
strings, I wish to state that this is not a step 

hich belongs to the method of operation rather 

ian to the after-treatment. Certainly the 
tonus of the tightly stretched hamstring muscles 
vorks the head into the socket. But if we avail 
ourselves of this measure by not stretching the 
1amstrings, we risk the appearance of a knee 
contracture. 

I saw such a case which I reported upon in 
02 at the West Side Hospital. The child was 
kept there for thirteen months without having 
ny attention paid to the stretching of the ham- 
tring muscles. When I removed the cast both 
‘nee-joints were fixed in a rectangular posi- 
tion and could not be stretched at all. In pur- 
suance to this, I had to make a redressment of 
he knee joints; treating each side in two ses- 
ions and having performed previous to that the 
tenotomies of the biceps, semimembranosaus and 
emitendinosus, I succeeded at last in getting 
the knees straight. 
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I do not wish to say that such cases are the 
rule, but that they are apt to happen. There- 
fore I consider it much better not to take such 
risks and to stretch the hamstrings, as a knee 
contracture may annihilate the whole result of 
the hip operation. 


Demonstration of Specimens Illustrating a 
Method of Formation of a Prethoracic 
Esophagus. 


By Drs. Carl Beck and Alexis Carrell, of Lyons, 
France. 

Dr. Beck said: I wish to make a few remarks 
in regard to the formation of a new esophagus. 
Operations on the esophagus become more 
prominent recently on account of the work of 
Mikulicz and his assistant Sauerbrush on this 
organ. Professor Mikulicz has succeedei in 
operating on the esophagus by the aid of an air 
chamber, and he has reported at recent meetings 
of the German and French societies a number of 
cases of operations on the esophagus. 

In our experiments we tried, without the aid 
of such an apparatus, to make by a plastic a new 
esophagus. 

The esophagus is rarely the object of opera- 
tions. These operations are done for cancerous 
obstructions and for benign obstructions. The 
best results will be obtained in benign strictures 
of the esophagus. Professor Mikulicz has oper- 
ated on a number of malignant tumors with the 
aid of the Sauerbruch chamber. He lays bare 
the esophagus, resects transversely a portion of 
the organ, and unites the two ends. The opera- 
tion which we suggest for bringing together the 
two ends is by means of a plastic of the esopha- 
gus. We have maie a number of experiments 
in this direction, and the results of these ex- 
periments I am going to show you. (Here Dr. 
Beck made a diagram of the stomach.) First, 
we started to improve the operation of gastros- 
tomy by the formation of a plastic tube in such 
a manner that we made a tube out of a portion 
of the larger curvature of the The 
gastric artery, which is given the 


stomach 
off from 


lienalis along the side border, runs through the 


twe layers of peritoneum, is taken along with 
this flap (indicating), and supplies the nutrition 
of this flap, which, when it is separated, can be 
turned and made into a tube, ani this portion of 
the stomach (indicating) can be sutured. This 
small tube we have used as a esophagus. We 
have turned it upwards and made a gastrostomy 
which would allow to retain the contents of the 
stomach, and some of the dogs upon which we 
have experimented have a perfect fistula, retain- 
ing the contents now for two ani a half months. 
The operation has gradually been enlarged in 
such a way that we have taken the largest por- 
tion of the curvature of the stomach and formed 
a long tube of the entire large curvature of the 
stomach, turned the tube upward, and brought 
it forward on the anterior surface of the thorax, 
and united with a section of the esophagus from 
above. We laid bare the esophagus from above, 
brought it into the surface of the thorax and 
united it with the gastric esophagus. We have 
a communication between the mouth cavity and 
stomach through this new esophagus. This op- 
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eration can be maje without the use of the 
Sauerbruch chamber, but it might be of great 
value with the Sauerbruch chamber, because 
the esophagus can be laid in the bed of the re- 
sected esophagus when strictured, and can be 
made in perfect shape, so that the passage from 
the mouth down to the stomach would be abso- 
lutely normal. 

Those of you who have seen cases of benign 
strictures of the esophagus treated with bougies 
will see the importance of such a plastic. 

(Dr. Beck then exhibited speciments illus- 
trating the method he had described.) 


Dr. Edward H. Ochsner: I would like to ask 
Beck whether this artificial esophagus has taken 
on function, and whether it will pass food down 
into the stomach. I could not understand from 
his description whether it would do this or not, 
or whether it had been tried. Furthermore, 
whether the human stomach would be long 
enough in proportion to the distance from its 
cardiac end to the gullet to make the thing ap- 
plicable and feasible to the human being. 

Dr. Jacob Frank: I noticed in the specimens 
that were passed around stitches are still in. 
Apparently the animals died or were killed be- 
fore the results were obtained. 

I would like to ask if any of the animals re- 
covered sufficiently for the sutures to have dis- 
appeared, and if so, what the results were after- 
wards. If Dr. Carrell has carried out these ex- 
periments, I would like to ask him whether he 
knows of any cases where the animals have 
recovered and how long after the operation they 
remained well. 

Dr. Beck (closing the discussion): What I 
have said is mainly a communication as to the 
anatomic possibility of these experiments. Our 
experiments are too recent to say anything 
about physiological or other results. You will 
notice the stitches in a specimen fresh to show 
them in position, as well as to show the relation 
of the strictures. We have not yet made suffi- 
cient experiments to judge of anything like Dr. 
Frank asks about. We have made measure- 
ments on the cadaver which show that such op- 
eration is feasible. We have no chamber to 
make such experiments. The distance from the 
esophagus in front in large dogs is much longer 
than the thoracic esophagus in the normal 
human being, and this esophagus would be 
much shorter in the human being. We brought 
these specimens here to show the anatomic 
possibility. We are impressed that this plastic 
is possible if we had the air chamber at hand 
and we could make one of these junctions in an- 
imals, and perhaps in the human being, if we had 
a suitable case. If we do that, we will report 
later the results. 

A regular meeting was held March 22, 1905, 
with Dr. John E. Owens in the chair. 

Dr. Richard C. Cabot, of Boston, Mass., de- 
livered an address entitled “the Personal Factor 
in Hygiene,” which was discussed by Drs. John 
E. Owens, Frederick Leusman, C. W. Abbott, 
Rosalie M. Ladova, and the discussion closed 
by Dr. Cabot. 

(This discussion was all out of order, and 


the stenographer was instructed not to tran- 
scribe it.) 

On motion of Dr. Edward F. Wells, a vote 
of thanks was extended to Dr. Cabot for his 
address. 

Dr. A. C. Croftan read a paper on “Four 
Newer Points in the Practical Management of 
Diabetes.” 

Discussed by Drs. Joseph Miller, Edward F. 
Wells, R. W. Webster, A. R. Elliott, and the 
discussion closed by Dr. Croftan. 

Dr. Arthur R. Elliott real a paper entitled, 
“A Case of Graves’ Disease with Unusual As- 
sociated Lesions.” 

Adjourned. 

Dr. A. C. Croftan discussed four newer points 
in the practical management of diabetes under 
the following heads: (1) The danger of too 
much meat; (2) the danger of too little carbo 
hydrate; (3) some errors of fat feeding; (4) 
some experiences with the “oatmeal cure” and 
similar methods of dieting. He callei attention 
to the fact that proteids are a very prolifi 
source of sugar in the body as manifested by 
the appearance of sugar in the urine in dia- 
betes even when patients are placed on a diet 
containing no carbo hydrates, and as mani- 
fested further by the fact that the sugar excre- 
tion in such cases can be made to fluctuate with 
the amount of proteid ingested; of certain 
experimental evidence to prove the same point 
ani of the finer mechanism of the conversion 
of proteid to carbo hydrate in the body nothing 
was said in order not to argue too many 
theories. The chief dangers of too much meat 
are threefold, viz: (1) The blood and tissue 
juices are flooded with superfluous nitrogenous 
waste that changes the molecular concentra- 
tion of the blood and interferes with cell func- 
tion; (2) a continued excess of proteid rejuces 
the tolerance for carbo hydrates; (3) a proteid 
diet favors acidosis on account of the forma- 
tion of phosphoric and sulphuric acids. Atten- 
tion was also called to the fact that different 
albumens influence the sugar excretion in dif- 
ferent ways and that a single albumen (e. g. 
egg albumen or casein or muscle albumen) 
given alone seems to produce less glycosuria 
than several kinds of albumen mixei. 

Under the second head, Dr. Croftan discussed 
the influence of carbo hydrates upon the forma- 
tion of the substances of the acetone group, 
i. e. acetone, diacetic acid and oxybutyric acid. 
He mentioned the fact that in normal subjects 
the withdrawal of all carbo hydrate led to an 
excretion of these bolies and that the adminis- 
tration of carbo hydrates readily again caused 
their disappearance; in diabetes of mild types 
the same conditions obtained and the with- 
drawal of all sugars and starches therefor 
favors acidosis; however, in severe types unfor- 
tunately the administration of carbohydrat« 
does not seem to exercise so striking an effect 
upon the acetone, etc., excretion as in miller 
eases and in normal subjects; nevertheless in 
advanced degrees of diabetic acetonuria the 
administration of some carbo hydrate should 
always be tried, for the exclusion of carbohy- 
drate forces the organism to attack its own 
albumens and fats in order to furnish carbo- 
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vdrate groups; this leads to a nitrogenous 
eficit that is not always easy to compensate 
by meat feeling, as demonstrated above. 
Fat also forms sugar presumably by way of 
clveogen; the sugar formed in this way seems 
vever to readily undergo combustion in the 
ibetic organism; at least fat feeding never 
ms to exercise an influence directly upon the 
cosuria. It is important to remember that 
calculating the caloric value of fat in feed- 
diabetics only that amount of calories is 
lized that is represented by the dextrose, the 
is changed to; thus lg. of fat does not pro- 
e 9.3 calories of available calories in the 
iabetic organism but only the calories that are 
1eratei by the 1.6lg. of dextrose that this 
lg. of fat is converted into, i. e. 1.61 times 4.1 
ial 6.6 calories. In feeding fat, therefore, 
re than the calculated caloric value must 
ays be given. Much has been said in re- 
gard to the danger of producing acidosis by fat 
feeding; as a matter of fact butter does in- 
ease the acetone etc., excretion in normal 
subjects and in diabetics; a large part of this 
ffect can be removed however, by first wash- 
ng the butter with water to rid it of free fatty 
ids. In diabetes, moreover, as has repeatedly 
been shown, the effect of butter upon the ace- 
tone excretion does not become apparent until 
large quantities (i. e. up to 200 g.) are given 
then the effect is relatively small; more- 
this effect persists only during the first 
10 days or so, after that time the acetone values 
seem to fall again even though the same large 
quantities of butter are given. All in all fat 
is one of the most valuable adjuvants to the 
diabetic diet and too much can hardly be given; 
it should, therefore, be administered to the limit 
of the patients digestive power. 
Dr. Croftan describei his experience in a 
ber of cases of diabetés that he had placed 
the so-called “oat meal cure” first advocated 
von Noorden. He gave a short review of 
r so-called cures with single carbohydrates, 
he rice cure of von Duhring, the potato cure 
f Mosse, the milk cure of Winternitz, and 
thers. They all seem to be based on the fact 
occasionally a diabetic can tolerate large 
ntities of a single carbohydrate just as he 
an sometimes, as shown, above tolerate single 
lbumens better than a mixture of several. Of 
cases treated rigorously with oat meal, 
r were decidedly benefited for the time being, 
sugar in two instances decreasing very 
rkedly at once; in three cases the results 
quite indifferent and in the remaining 
cases the results were directly bad, both 
es succumbing to coma possibly because 
luable time that should have been given to 
nergetic alkali therapy was sacrificed. So 
a series is, of course, without much 
iistic value, particularly as the cases all 
red in severity and partially in type; never- 
ss so much can be learned that the oat 
cure is by no means a panacea, that it 
sionally helps but also occasionally does 
and that it is necessary to strictly in- 
ivilualize in each case in which it is admin- 
red. Despite the reduction of tolerance 
wards carbohydrates (given in the ordinary 
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way) that seemed to follow one or two oat 
meal courses, despite the terrific acetonuria 
that was seen to develop in several cases after 
the oat meal was stopped and ordinary feeding 
was resumed, the “cure” nevertheless should 
be triei in hopeless cases, for it may offer a 
chance, though a slight one, that the diabetic 
process may occasionally be arrested tempor- 
arily and life prolonged. 


Discussion on Dr. Croftan’s Paper. 

Dr. Joseph L. Miller: Dr. Croftan has called 
attention to some of the fallacies in the treat- 
ment of diabetics, and I wish to mention anoth- 
er one which has especially come to my atten- 
tion, that is, the recommendations by physicians 
to patients of gluten flour. The patient is given 
a fairly well regulated diet, with the advice 
that he may take freely of gluten flour or gluten 
bread, which he can purchase on the market. 
The New Hampshire State Board of Health has 
examined thirteen or fourteen diabetic flours 
that have been placed on the market, and they 
were surprised to find that a large number of 
these had practically the same amount of starch 
as is contained in ordinary bread. At least one 
of them had 72 per cent of starch, and a number 
of them over 65 per cent. Of the thirteen there 
were only three that had less than 15 per cent 
of starch. A few years ago I had occasion to 
have patients try several brands of gluten flour 
which they bought on the market, and found 
that they passed during that time an amount 
of sugar equal to that which they passed when 
they ate the same amount of ordinary bread. 

We must be careful in recommending to these 
patients that they may buy gluten flour or 
gluten bread and to eat as much of it as they 
usually do. 

Dr. Edward F. Wells: In connection with the 
excellent paper presented by Dr. Croftan, I 
would question the indictment which he has 
brought against the general profession as to 
the use, certainly within my time, of such an 
exclusive meat diet as he has represented. I 
have seen a fair number of cases of diabetes, 
have gone over their past histories, and very 
few indeed have ever been subjected, for any 
considerable time, to such a strict meat diet as 
has been stated. I do not believe that the total 
amount of harm done by the dietetic directions 
of physicians in the past has been very great. 

As to the so-called “oatmeal cure,” I fail to 
understand why such a mess, as has been des- 
cribed, can by any possibility be any more valu- 
able than oatmeal alone without egg mixed with 
it, and why egg albumen cannot be taken with 
oatmeal, in a palatable manner, when taken 
with cream and butter. What is the difference 
between oatmeal so prepared and graham bread 
or starch in any of its original forms? Why 
should physicians, who ought to know better, 
prescribe any such dietetic absurdities as the 
oatmeal mixture which has just been mentioned? 
I have seen it used during a considerable period 
of time, and certainly to my mind, at least, it 
has no advantage over the same amount of 
starch in any other form, the same amount of 
eggs in any other form, or the same amount of 
fat in any other form. 
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Dr. R. W. Webster: I was very much inter- 
ested in the paper of Dr. ‘Croftan, and more in- 
terested perhaps because I have had some op- 
portunity within the last year to study the oat- 
meal cure of Professor von Noorden. Professor 
von Noorden does not advocate the oatmeal cure 
as a cure-all. He says that in certain cases of 
diabetes, that show a large excretion of sugar, 
and, at the same time ,a certain percentage of 
acetone, a small positive reaction for diacetic 
acid, and a minimum of oxybutyric acid, can 
be cured for a certain space of time by the use 
of this oatmeal diet. Certain cases of diabetes, 
as is well known, excrete a large amount of 
sugar, and show no acetone or diacetic acid in 
the urine, but have a large amount of beta-oxy- 
butyric acid. This condition shows that oxida- 
tion in the system is much below par, otherwise 
the beta-oxybutyric acid would not be excreted. 
Von Noorden does not advocate the oatmeal diet 
in these cases, but in those in which there is a 
small amount of acetone or diacetic acid. 

Dr. Croftan, I think, has represented the 
method of administering this oatmeal cure a 
little too radically. Professor von Noorden’s 
method of giving this cure is to make a thick 
soup consisting of 250 grams of oatmeal, 100 
grams of proteids, and about 300 grams of butter, 
with some water and a little salt. The mix- 
ture is not a bad one to take. 

Oatmeal, as ordinarily given in this country, 
is given with cream and sugar, but when taken 
with butter and a little bit of beef broth or some- 
thing of that sort is quite as palatable. This is 
given in small doses every two hours throughout 
the twenty-four; and the results are more or less 
sudden; diminution in the amount of sugar is 
great; the acetone reaction disappears, and tol- 
erance in some increased, while in 
others it is diminished. 

Concerning some of the other points men- 
tioned in the paper, I wish to say that, in the 
first place, the use of too much meat, as is well 
known, or the use of a diet consisting of meat 
will diminish the acetone bodies in the urine. 
The reason for this was not known until re- 
cently, when it was shown that meat contained 
a large amount of sugar in its inherent mole- 
cules. Therefore, sugar is the active part of 
meat as far as its influence on the excretion of 
the acetone bodies is concerned. Meat alone, 
the proteid part of meat, does not diminish 
acetonuria; it is the sugar of meat that does the 
work. As Hirschfield has worked out, the lack 
of sugar in the food is the cause of the aceton- 
uria. The acetone bodies do not come from the 
hydrolytic decomposition of the cell proteids, or 
from the decomposition of the cell carbohydrates, 
but they must come from the oxidation of those 
bodies. In order for this to take place, nascent 
oxygen must be derived from the oxidation of 
the sugars. I think Dr. Croftan stated that the 
proteids were largely accountable for the in- 
crease in the acetone bodies. If that be true, I 
would take marked issue with him on that 
point, inasmuch as recent experiments have 
shown quite conclusively that the lack of sugar 
in the food, or lack of oxidizing body in the food, 
is the cause of the acetonuria. 

Regarding the influence of fat upon the meta- 


eases is 
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bolic changes in diabetes, it is, of course, well 
known that they, both in the lower and higher 
forms, increase the acetone bodies. Hence it is 
rational to limit, to some extent, the intake o: 
fat, rather than to increase it as has been ad- 
vocated. 

Dr. Arthur R. Elliott: As illustrating possi 
ble untoward effects which may follow the oat- 
meal treatment, I would like to report brief) 
two recent cases. One was a case of a lea 
diabetic, forty years of age, who was under 
going rapid emaciation; he had glycosuria, 
per cent, and marked acidosis. Two weeks 
after he was put upon the oatmeal diet, he d« 
veloped cardiac dilatation, became bed-ridde: 
and shortly after died from the effects of his 
cardiac failure. ' 

The second patient was a younger diabeti 
twenty years of age, who had an enormous poly 
uria, totaling, when she first came under obse: 
vation, six quarts in twenty-four hours; 3 
cent of sugar in the urine; there was als 
marked acidosis. She was placed on the vo 
Noorden oatmeal gruel diet, with bacon ar 
black coffee. Twelve days after the institutio 
of this diet she developed dropsy of the extren 
ities. On listening over the heart, a mitral mu: 
mur could be heard. The patient became dys} 
neic on the slightest exertion. She recovere: 
at least temporarily, and this improvement sti 
prevails. 

These are two experiences among a numb: 
of cases in which the diet may have been t! 
cause of the cardiac symptoms or may be noth - 
ing more than a coincidence, still I have be: 
inclined to regard it as something more than 
coincidence, and believe that the cardiac brea! 
down was due to the withdrawal of animal pr 
teids. 

Dr. Croftan (closing the discussion): The fa 
that a diabetic occasionally does not improve « 
the oatmeal treatment does not warrant us 
condemning the method altogether. I was v« 
careful to emphasize the uncertainties of t! 
“cure” and its limitations. It has been tried e: 
tensively abroad within the last year and 
results obtained by foreign clinicians in lar: 
series of cases are essentially the same as thos 
that I obtained, i. e., some very severe cas 
were very much benefited, some cases were | 
influenced in any way and a few cases were : 
parently harmed, although the latter proposi- 
tion, in view of the protean character of the d 
ease, is difficult to prove. At all events, I th 
that so much is clear, viz.: that in any sev: 
case of diabetes, particularly in adolescents, 
which the ordinary dietetic means fails to eli 
any response, the oatmeal treatment, or ex< 
sive feeding with some one starchy food, is « 
serving of trial. 

I do not like to hear Dr. Wells make the stat 
ment that he does not see how this method « 
be of any use. Try it, Dr. Wells! and when 
have collected the statstics on the subject 
cluding your own results, let us hear from )j 
again. Such a priori condemnation of a | 
method of therapy that has the sanction 
leading clinicians here and abroad sounds b 
There were those some years ago who got u] 
meeting and said similar things about the rol 
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)f microbes in the production of infectious dis- 
eases; they, too, failed to see how it could be. 
The burden of proof is on you, Dr. Wells, to 
show that the method really is “no good.” 
In regard to Dr. Webster's criticism that meat 
joes not increase acetonuria, I can only reply 
hat I meant to say acidosis and not acetonuria. 
If I really said acetonuria, then I wish to stand 
orrected. 
Following is a list of delegates and alternates 
» the Illinois State Medical Society: 
Delegates—Billings, Gehrmann, 
‘rank, Evans, Wilder, Dodd, ‘R. 
Walker, G. F. Lydston, 
Preble, Harsha, Bacon. 
Alternates—Houston, Small, Plummer, Faith, 
Anthony, R. Campbell, Lobdell, O’Byrne, Feville, 
Butler, Vanderslice, Wyllys Andrews, McMartin, 
Fr. X. Walls, R. Holmes. 


JOINT MEETING OF THE CHICAGO NEU- 

ROLOGICAL AND CHICAGO MEDICAL 

SOCIETIES, MARCH 1, 1905. 

Dr. R. R. Campbell in the chair. 

The following papers were read 
ussed: 

1. Remarks on the Pus _ Infections of the 
Genital Tract in the Male, by Dr. W. T. Bel- 
field. 

2. X-Rays as a Means of Diagnosis in Kid- 
ney Surgery, by Dr. A. D. Bevan. 

3. Diagnosis of Ureteral Stones, by Dr. M. 
L. Harris. 

4. An Attempt to Utilize the Electric Con- 
ductivity of the Urine for Clinical Purposes, by 
Drs. Gustav Kolischer and L. E. Schmidt. 

5. Demonstration of Apparatus for Testing 
the Electric Conductivity of Urine, by Dr. B. C. 
Corbus. 

6. Diagnosis of Renal Syphilis, by Dr. R. R. 
Campbell. 

This symposium was discussed by Drs. R. B. 
Preble, Carl Beck, Joseph F. Smith, Alex. Hugh 
Ferguson, David Lieberthal, William T. Belfield, 
Arthur D. Bevan, Dr. Alfred Parker, Gustav 
Kolischer, and the discussion closed by Dr. 
Campbell. 


Cook, M. 
Campbell, J. R. 
Stowell, Kuflewski, 


and dis- 


Pus Infections of the Genital Tract in the Male. 


Dr. William T. Belfield read a paper on this 
subject, in which he stated that pus infections 
of the genital tract in the male are induced by 
the gonococcus and by the common pyogenic 
bacteria. To the latter the healthy urethra is 
immune, since they are found as constantly in 
the average urethra as in the average mouth; 
they invade the urethral tissues when the vital- 
ity of the latter is reduced by stricture forma- 
tion or by senility. Pus infections of the senile 
prostate are common, even before urethral in- 
struments have been introduced. They are com- 
monly mistaken for prostatic hypertrophy, be- 
cause the subjects are elderly; and they have 
furnished brilliant cures to the Bottini opera- 
tion, castration and prostatectomy, though 
curable without operation, by massage and sil- 
ver nitrate injections. 

The penile urethra is a 
summit is near its middle; 


watershed whose 
the bulbous urethra 
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is therefore a catchbasin for pus during a gon- 
orrhea, and should be washed out by injec- 
tions; otherwise it becomes the site of stub- 
born strictures. 

The lacunae, ten to twenty in number (the 
posterior ones opening toward the bladder) 
the utricle and the prostatic follicles, are ac- 
cessible to both urethral and internal medica 
tion. They therefore harbor the infection after 
the general surface is cured, and may reinfect 
the latter. 

As the embryonic cloaca furnishes both trig- 
onum and deep urethra, a pus infection which 
reaches the prostate, as gonorrhea usually does, 
is apt to invade the trigonum also; but it stops 
there, the rest of the bladder being seldom 
invaded, as the cystoscope shows. “Gonorrheal 
cystitis” is a misnomer for an infection limited 
to the deep uréthra and trigonum. 


Pus Tubes in the Male. The genital duct 
proper—seminal vesicle, vas deferens, and epi- 
didymis—reacts to the pyogenic bacteria just 
as does the urethra—that is, by suppuration. 
This fact has been hitherto overlooked, and 
gonorrheal epididymitis is even to-day treated 
as a medical rather than as a surgical disease, 
probably because fluctuation in the epididymis 
is so seldom recognized. The author's investi 
gations have shown that the pus infections o 
the male genital duct are quite analogous to 
those of the Fallopian tubes; that pus tubes 
are quite as common in the male as they are 
known to be in the female; and that acute epi- 
didymitis, gonorrheal or other, should be treated 
as a suppurative process, by incision and drain- 
age. While this may be omitted in the mild 
cases, it should be practiced in the severe 
grades, especially when acute hydrocele and 
scrotal edema appear, for these are infallible 
signs of suppuration. In chronic epididymitis 
also, especially when a painful and _ tender 
swelling persists in the epididymis, incision or 
excision of the pus focus may be required. 

Direct Medication of the Vas and Vesicle. 
The author has practiced a therapeutic meas- 
ure which seems to be novel, namely, the injec- 
tion of the entire vas deferens and the seminal 
vesicle through a needle introduced into the 
vas, just above the epididymis. The therapeu- 
tic value of this measure is yet to be deter- 
mined; at present it is merely asserted that the 
mucous lining of the vas and seminal vesicle 
can be mediated in this way. 

The pelvic organs of a cadaver were shown, 
in which this injection had been practiced in 
situ with Prussian blue; the injected vas and 
vesicle were seen to be distended and blueish 
in color. 


X-Rays As a Means of Diagnosis in Kidney 
Surgery. 

Dr. Arthur Dean Bevan called attention to 
the fact that the first work that was done in 
this country in this line was done in Chicago; 
that very early after the discovery of the X- 
ray by Roentgen, Dr. Otto Schmidt developed 
a complete laboratory for X-ray purposes in 
this city. He was assisted by Mr. Fuchs, and 
very early in the work Dr. Bevan had the op- 
portunity of submitting a medical student to 





468 CHICAGO MEDICAL SOCIETY. 


the X-ray and obtained a very good plate. It 
was a case in which he had already removed 
a stone from one kidney, and later symptoms 
had developed suggesting stone in the other. 
He took an X-ray picture and found on the 
suspected side very definite evidence of stone. 
At about the same time Dr. L. L. McArthur had 
a case which was successful in the sense that 
the X-ray picture showed a shadow which later 
proved to be a mass of concretions of gravel, 
but not a single definite stone. These two 
cases were the first reported in this country, 
and were reported before any of this work had 
been done on the continent. This work was 
done in Chicago in 1897. Some British and Scot- 
tish surgeons had a little before this reported 
some successful work. He did not think these 
cases attracted much attention for some time. 
Even as late as a year ago one of the most 
prominent surgeons in this country was in the 
laboratory at the Presbyterian hospital, and 
with a wave of his hand, said: “I have no 
confidence in the use of the X-ray as a means 
of diagnosis in kidney work; I have been fooled 
by it, and I regard it as an unreliable piece of 
evidence.” However, since that time very defi- 
nite results have been obtained by the use of 
the X-ray. Leonard, of Philadelphia, picked up 
the work which was begun in Chicago, and de- 
veloped it to a point where he showed pretty 
conclusively that the evidence furnished by the 
X-ray was to be relied on, and even went so 
far as to make the claim which at that time 
was very generally ridiculed, that the negative 
evidence, where the differentiation was clear, 
was also to be relied upon. A little later, after 
Leonard’s paper, Dr. Bevan published a paper 
in the Annals of Surgery reporting a limited 
number of cases. He thinks at that time he 
reported thirteen or fourteen cases, and made 
the same claim that the X-ray as a means of 
diagnosis was to be relied upon to a greater 
extent than any other means we had at our dis- 
posal in cases of kidney stone. He went so 
far as to make the claim that the X-ray picture, 
showing good differentiation, was to be relied 
upon very often more than an exploratory inci- 
sion, because he had early in the work removed 
a number of kidney stones in cases in which 
other surgeons had made exploratory incisions 
and had failed to find stones. He knew from 
the criticisms that were made at that time that 
the medical profession generally did not accept 
his conclusions. Fortunately, this work has 
been picked up by a number of other men, and 
he mentioned especially Kummel and his as- 
sistant, Rumpell, in Hamburg. He thinks the 
best exposition of this entire work is to be 
found in a comparatively recent number of the 
Beitrage fur Chirurgie, from the pens of Kum- 
mel and Rumpell. Kummel takes the position 
taken by Leonard and the speaker, and presents 
practically these conclusions, that the X-ray, 
properly used, will detect a stone in any indi- 
vidual, no matter how thick, and a stone of any 
chemical composition; tha the detection of the 
stone does not depend so much upon the chem- 
ical composition or thickness of the individual 
as it does upon the proper use of the X-ray. 
He thinks the majority of surgeons would not 


believe that statement. Kummel goes on and 
says, from experience at that time covering 
eighteen cases of positive examinations, which 
were later operated on and the stones found 
he meant by that a positive result in eightee 
cases in which the X-ray was taken, showing 
stone in the plate, and the patients were op- 
erated upon and the stones found at the tim: 
of operation, and in two additional cases h: 
found a stone post-mortem. In a similar num- 
ber of cases where no stone was found, but 
where a stone was suspected, other lesions, 
such as hydronephrosis, pyonephrosis, hyper- 
nephroma, tuberculosis, etc. The conclusions of 
Kummel, Leonard and himself are not accepted 
to-day, and he wanted to point out why. Mos: 
of the work done with the X-ray in kidney 
stone has been poor work. He has seen a lot 
of work done at hospitals and in laboratories 
and submitted to medical men as finished, ex- 
pert X-ray work, which was not really worthy 
of attention, which showed no differentiation 
He had seen these plates taken by men who 
were not competent to interpret the findings 
and determine whether or not stone was pres- 
ent, operate upon the case, find no stone at the 
time of operation, and condemn the X-ray. The 
X-ray does not lie in these cases. The X-ray 
has absolutely no fallacies. To be sure, there 
will be a given group of cases where the evi- 
dence is uncertain, where the individual who is 
doing this work who is competent to do it and 
to interpret the work will distinctly place them 
in an uncertain group. On the other hand, the 
great majority of cases will be very clear and 
definite, and will belong distinctly to a group 
where there is stone or where there is no stone 
present, and where the differentiation is clear 
and definite. We have no means at our dis- 
posal to-day which gives us the evidence that 
the X-ray does in kidney stone. 

The work which he has been able to do in 
this line is about the same as that repored by 
Kummel in the Beitrage, comprising about forty 
cases. In a discussion of this subject last year, 
Dr. Joseph F. Smith reported twenty-six or 
twenty-seven cases of his (Bevan’s) work, 
which he had handled, and the results up to 
that time were the following: “In thirteen 
cases positive findings and stones found and 
removed at operation in about the same number 
of cases, with negative findings, at the time of 
operation other pathological conditions than 
stone were found. There was one doubtful case 
which was clearly stone clinically, and the 
stone was found at the time of the operation. 
After the operation one could clearly see in the 
plates a stone behind the twelfth rib, in a posi- 
tion where it is not often found. The ordinary 
position of stone in these cases is an inch and 
a half from the transverse process and a little 
below the twelfth rib. 

With reference to the differential diagnosis 
between stone and other lesions of the kidney, 
and between stone and other conditions, such 
as appendicitis, gall stones and some other com- 
plicating conditions on the right side, in a 
series of several hundred cases collected since 
the introduction of the X-ray and the use of it 
in kidney stone work, he has had three cases in 
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which a diagnosis of appendicitis was made, 
where the evidence seemed to be definite, the 
ppendix was removed, and where later the X- 
y disclosed a stone in the kidney. It is diffi- 
cult to say definitely whether ‘the symptoms 
which occurred in these cases were at all times 
due to the stone, and the appendix was not the 
rgan at fault. In two of these cases he be- 
lieves that the appendix had not given rise to 
y symptoms. The history in all three was 
iite similar: A series of attacks, the appendix 
noved, and later attacks after the operation. 
ven, another review of the situation, with the 
X-ray picture determining the presence of 
me, the stone removed and patient cured. A 
ther interesting feature in one of these cases 
is found. After the removal of the appendix 
first and the stone later, the patient was not 
red, and a further review of the case showed 
bercle bacilli in the urine. The other kidney 
is found normal, and a nephrectomy resulted 

a permanent cure. 
In the discussion of the differential diagnosis 
v should consider gall stones. He has had 
this experience: The wife of a physician, with 
repeated attacks of pain upon the right side, 
suggesting possible attacks of appendicitis, or 
possibly gall stones, or possibly kidney lesion. 
A large kidney upon that side fairly movable; 
X-ray picture showing in the usual position 
of a kidney stone a very definite shadow. For- 
tunately for the patient, her husband, whe was 
a physician and very acute observer, was sat- 
isfied that whenever she had an attack there 
was a distinct small tumor in the region of 
th gall bladder. At the time he made the 
examination he thought she had a kidney stone, 
and that the stone in the shadow was in the 
kidney. On the evidence submitted by her 
husband she was operated upon in the region 
of the gall bladder and found a single stone 
in the contracted gall bladder. This stone con- 
tained a great deal of carbonate of calcium, 
throwing a shadow as distinct as any kidney 
stone he has ever seen. In one other case, in a 
rather thin individual, not emaciated, he found 
another shadow in exactly the position of a 
stone in the pelvis of the kidney. The evidence 
was in favor of gall stone attacks. The pic- 
ture was one not accompanied with jaundice, 
except a very slight attack. However, there 
was such a typical picture, chills and fever, and 
pain referred to the region of the bile tract, 
with the absence of distinct kidney symptoms, 
that a diagnosis of stone in the common duct 
was made, and later it developed there was a 
single stone in the common duct. He called 
attention to the fact that these stones very 
seldom show in the X-ray. He has learned 
from this experience, especially in connection 
with the appendix, to take the X-ray picture of 
the case submitted to him as a case of appendix 
trouble to exclude the possibility of kidney 


Dr. Bevan then showed numerous skiagraphs 
illustrating the points brought out by him in 
his previous remarks. 


The Diagnosis of Ureteral Stones. 


Dr. M. L. Harris stated that with the possible 
Tare exception of a stone forming about a for- 
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eign body or an obstruction in the ureter, all 
ureteral stones have their origin in the kid- 
neys, whence they migrate to some point in the 
ureter, where they become arrested. Previous 
to the migration of a stone the patient may or 
may not have presented symptoms pointing to 
kidney trouble, but the act of migrating is al- 
most always accompanied by excruciating pain, 
known as renal or ureteral colic. The pain 
does not usually cease suddenly, as when the 
stone drops into the bladder, rollowed shortly 
by its escape from the urethra, but disappears 
more gradually. The history of such an attack 
of pain is therefore the first symptom of im- 
portance in the diagnosis of ureteral stone. 
After the stone becomes lodged it may remain 
latent for an indefinite period, provided it does 
not completely occlude the lumen of the ureter 
so as to prevent the passage of the urine 
around it. More commonly the patient has re- 
curring attacks of pain of varying intensity, 
and at variable intervals, similar to the original 
ureteral colic, of a more or less fixed pain or 
soreness at some point in the lumbar region or 
along the course of the ureter may persist. The 
urinary findings and other symptoms are such 
as are common to kidney stones, or a pyelitis, 
or ureteritis from other causes, and therefore 
in no way characteristic. Localized tenderness 
along the ureter, or an enlarged ureter, if de- 
tached, on palpation may have some signifi- 
cance, but are not conclusive. Stones lodged 
at the lower end of the ureter may be palpated 
at times through the vagina or more rarely 
through the rectum. With the exception of 
these latter cases a diagnosis of ureteral stone 
based on the symptomatology can never be 
more than presumptive, and previous to the 
advent of the Roentgen ray and of the ureteral 
catheter a diagnosis of a ureteral stone in any 
portion of the ureter, except the lower end, is 
almost never made except at an operation. 
With the aid of the X-ray stones were soon 
recognized in all portions of the ureter, and 
when a distinct, well-defined shadow was ob- 
tained in the course of this duct a diagnosis 
of stone was considered positive. The great 
value of the X-ray was well shown in one of 
the cases reported by the author. In this case 
the X-ray not only aided materially in the 
diagnosis, but by acurately localizing the stone, 
facilitated its removal. It should be remem- 
bered, however, that a skiagram is but a visi- 
ble expression of the relative facility with 
which the X-rays are transmitted through the 
various substances which have been interposed. 
A shadow in the picture does not in any way 
define what the cause of that shadow was, but 
this must be determined entirely from collateral 
facts. A correct interpretation of the shadows 
was very important, yet this may be difficult 
or even impossible without a knowledge of all 
of the collateral facts pertaining to the particu- 
lar case in hand. 


Dr. Harris directed attention to the possi- 
bility of error in interpreting shadows which 
apparently lie in the course of the ureter, and 
particularly that portion of the ureter which 
is contained within the pelvis. He has had two 
interesting cases recently in which an error of 
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interpretation of the significance of distinct 
shadows in this portion of the pelvis was made. 
These two cases were cited in detail and showed 
how easy it is to make an error in diagnosis 
by depending on the X-ray alone in supposed 
ureteral stones. What the cause of these 
shadows was still remains a mystery. Whether 
they were due to phleboliths or to small sesa- 
moids or spots of calcification in some of the 
muscles of the pelvis he is unable to say, but 
that they were not due to ureteral stones is 
certain, and that such shadows cannot by their 
appearance alone be distinguished from ure- 
teral stones is equally true. These cases also 
teach us how such errors may be avoided in the 
future. When such shadows are found in this 
portion of the pelvis, with symptoms pointing 
to ureteral stone, the ureters should be cathe- 
terized in order to determine whether the 
shadow actually lies in the course of the ureter, 
and whether the catheter meets an obstruction 
at the point indicated. The tip of the bougie 
may be waxed, so that contact with a foreign 
body, such as a stone, may be recognized by 
the indentations made in the wax. It is not his 
intention to deprecate the value of the X-ray 
in this work, but to call atention to the fact 
that there may be other bodies in the pelvis 
capable of casting shadows which, from appear- 
ances alone, cannot be _ distinguished from 
shadows cast by ureteral stones, and that in 
some of these cases a corect diagnosis can be 
made only by the use of the ureteral bougie. 

The Chicago Medical Society held its regular 
meeting March 1. 

An Attempt to Use the Electric Conductivity 
of Urine for Clinical Purposes. 

Drs. Gustav Kolischer and Louis E. Schmidt 
have tried to determine the functional capacity 
of the kidneys from a new point of view. They 
tried to make every kidney a standard unto 
itself. They investigated whether the secreting 
efficiency of normal and abnormal kidneys might 
be influenced in a peculiar and characteristic 
way ,so the osmotic concentration of the urine 
voided before and after staining certainly ought 
to show marked differences. The results of their 
investigations so far seem to bear out these 
theoretical speculations. As the most sensitive 
test they resorted to the test of electric conduc- 
tivity, and as a method of staining they selected 
hypodermic injections of indigo carmin. After 
the stain is brought into the circulation, and 
after the urine becomes colored, the urine of 
normal kidneys always shows a slight decrease 
of electric conductivity, which depression, how- 
ever, will never exceed nine international ohms. 
In case urine simultaneously drawn from both 
normal kidneys shows different electric con- 
ductivity before staining, the decrease of con- 
ductivity appearing after staining is exactly the 
same in either specimen. Urine drawn from 
pathologic kidneys will always, after staining, 
show a decided increase of electric conductivity. 
The authors believe they are justified in saying 
that any increase after staining of electric con- 
ductivity beyond ten international ohms is char- 
acteristic of impaired health of the kidney. If 
this increase stays inside the limits of twenty 
ohms, this kidney may be considered as safe in 


a surgical sense; that is it can reasonably be 
expected to be of sufficient functional capacity 
to attend to the eliminating process after its 
mate has been removed. Any kidney whoss 
urine after staining shows an increase of electric 
conductivity beyond twenty ohms has to b 
considered as absolutely unsafe in a surgica 
sense. They expect to be able to determin 
by this method in advance whether a given in- 
dividual will react as to his kidneys, favorably 
or unfavorably to the administration of a gen- 
eral anesthetic. 
Diagnosis of Syphiloma of Kidneys. 

Dr. R. R. Campbell read a paper on this sul 
ject, in which he stated that syphilis as a 
etiologic factor must be seriously considered i 
inflammatory kidney diseases. That such cas: 
as syphilitic nephritis exist is doubted by som: 
of the best authorities. He does not wish | 
insist that a syphilitic treatment should be in 
stituted in such cases. Authorities differ, a: 
some even advise very strongly against tl 
use of mercury in these conditions. If there 
a syphilitic process of the kidney it should | 
treated as such, just as syphilis involving any 
other structure is treated. 

Reference was made to the review of the sul 
ject of syphilitic changes in the kidneys b) 
Virchow in 1858, and also to the studies 
Seiler on syphilitic gumma as early as 1881. 

In individuals who have had syphilis a 
have lacked treatment altogether, or have ha: 
but insufficient treatment, syphiloma of the kid- 
ney must always be cansidered in the diffs 
entiation of obscure kidney troubles. The 
affections may be concomitant with other forms 
of kidney diseases, and it must not be forgott 
that only one kidney is usually involved in 
gummatous process. 

The object of the paper is to point out t 
possibility of gumma of the kidneys, especially 
when dealing with “surgical kidney,” and where 
the amount of blood and debris is large or sm: 
it should cause one to consider surgical int« 
ference. 

As to the role that the minute examinatio 
play, such as artificial injection of indigo ca 
mine, the production of artificial glycosuria, i 
hibition of methylen blue, etc., this can only be 
surmised, as he knows of no case up to 
present in which such findings are reported 

In establishing the diagnosis of syphiloma 
the kidney it must be remembered that if t! 
gumma or gummata are of large size the ki 
ney with these irregularities might be palpated 
There may be cachexia present. The patient 
may naturally have lost in weight. With 
these signs and symptoms it becomes necess 
to differentiate from a malignant growth. Ho 
ever, the indolent character and the ben 
course of such a tumor always speak fo: 
luetic cause. Wherever these findings are p! 
ent a nephrectomy must not be done until 
possibility of syphilis has been excluded. 


Disscussion on the Papers of Drs. Belfield, 5e- 
van, Harris, Schmidt and Campbell. 


Dr. R. B. Preble: I feel that all of you wil! 
agree with me when I say it is a great pity 
that Dr. Schmidt felt himself called upon to 
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iit his paper to the few moments he gave 

it, because he dealt with a matter in which 

are all keenly interested, namely, the mat- 
of determining the- functional activity or 
acity of the kidney in all cases where oper- 
ve procedures on that organ are justifiable. 
are familiar with the various methods that 
ve been employed or recommended to deter- 
ne the funtional activity of either or both 
kidneys. You know also of the immense 
ount of work done on these lines, and yet 
much progress has been made. In spite 
eryoscopy, and in spite of all the work which 

s been done with reference to determining 

excretory powers of the kidney, as shown 
the excretion of methylen blue, we may say 
it so far as this work has yet proceeded 
ry little real progress has been made. The 
sime may be said with regard to the electric 
ductivity of the urine. However, the work 
ich Drs. Schmidt and Kolischer have 
ing would seem to promise something in 
way of light on this most obscure and 

st important question. 

There is one other thing which I had in mind 

mention to-night, thinking that this sub- 

t was to have taken a broader aspect than 

has taken, and that is something in regard 

the essential characteristics of the patho- 
gical conditions of the kidneys suitable for 
peration. In other words, what are the essen- 

il characteristics of surgical affections of the 
kidney? There is a wide variety of conditions 

the kidney which are justly submitted to 
eration, and there is scarcely any one patho- 
ic process which may not affect the kidney 

d may not be justifiably operated on. We 
find operation justified for many circulatory 
disturbances, for certain inflammatory pro- 
cesses ,for granulomata, for certain parasitic 
processes, and many neoplasms. But in all 

ese conditons, no matter whether they are 
reculatory, inflammatory or neoplastic, it is 
essential that the process be a local one. So 
soon as the pathological process extends be- 
yond the limits of the kidney and becomes a 
generalized process the renal affection is n« 
mger suitable for a surgical procedure. For 
nstance, carcinoma of the kidney, so long as it 

confined to the kidney, is a surgical affection; 
but as soon as mestastasis occurs it is no 
mger such. This, it occurs to me, is of some 
mportance, not alone from this, but also from 
the oposite point of view. 

If local processes in the kidney become un- 
suitable for operation as soon as they become 
generalized, it is reasonable to assume that a 
primarily general disease does not become op- 
rable because it localizes in the kidneys. This 
theoretical objection may be raised to the in- 
troduction of surgical procedures into the 
treatment of renal affections, which are an 
xpression, not of some disease of the kidney, 
but of constitutional disturbance, as, for in- 
stance, nephritis. You will recall that last year 
we had a series of papers read before the So- 
ciety in which this question was discussed— 
the surgical treatment of nephritis, and I am 
glad to say that almost universally it was 


been 


agreed that such a condition was not eligible 
for surgical treatment, and I believe that since 
that time experience has strengthened rather 
than weakened that conclusion. 

There is one other condition which is fre- 
quently subjected to surgical procedure, and 
against which I must raise some protest, and 
that is movable kidney. An immense number 
of operations are being done for movable kid- 
ney, and I believe only a small percentage of 
those operations are in reality justifiable. Here 
the rule outlined above will serve as a 
guide to the right conclusion. So long as 
the disturbances which result from abnormal 
motility of the kidney are confined to the kid- 
ney itself, operation is justifiable; but when the 
disturbance is constitutional operation is un- 
justifiable. What I mean by that is this: If, 
as a result of motility of the kidney, we have 
intermittent hydronephrosis, or we have par- 
oxysms of pain, or albuminuria, with casts of 
blood in the urine, the operation is justifiable. 
But when we find a combination,, as we so fre- 
quently do, of movable kidney, with hysteria 
and neurasthenia, and an operation is done 
with the idea of correcting a functional, nervous 
process, then I operation is not only 
unjustifiable, but should be absolutely con- 
demned, and judging from the frequency with 
which I see women suffering from hysterical 
and neurasthenic conditions in whom an opera- 
tion of that sort has been done, we ultimately 
arrive at the same conclusion in regard to fixa- 
tion of the kidney in cases of hysteria and neu- 
rasthenia that we have reached, for example 
in regard to the repair of laceration of the cer- 
vix or of laceration of the perineum for the cure 
of these same neuroses. I believe that a great 
many of the conditions which have been men- 
tioned to-night by others and some which have 
been discussed by myself are operable, so long 
as they are local; but as soon as the disturb- 
ances or processes become generalized they 
cease to be remediable by operative procedurs 

Dr. Carl Beck: The paper of Drs. Schmidt 
and Kolischer interested me because it touches 
some points which are very important for th¢ 
surgeon. When the question arises whether w« 
should or should not remove a pathologic kid- 
ney it becomes very important to decide 
whether there is another kidney, and if it is 
there, whether it is functionating or not. Cry- 
oscopy has been considered one of the best 
means to determine that. Kummel, whom 1 
saw demonstrate the experiment the first time 
has been very enthusiastic about the results 
of his investigations in cryoscopy, but he him- 
self and all the rest of the investigators have 
lost a good deal of hope that we are able to 
determine satisfactorily the function of the kid- 
ney by cryoscopy alone. The same is asid of 
the phloridzin and the color tests, and we sin- 
cerely hope that Drs. Schmidt and Kolischer 
will solve this problem in their investigations 
How important this investigation is I found 
out only a few weeks ago in a case which I will 
relate briefly, because I have used a method 
which I do not think will prove practical in 
every particular case, and which is more sur- 


also 


believe 
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gical than a physiological method. I have a 
case at the hospital now of a woman with a 
tubercular kidney. She came with severe and 
profuse hematuria and intense pain. The hem- 
orrhages pointed to the right kidney as the 
source. There was a tumor of the right kid- 
ney. The kidney was twice the size of the 
normal kidney, distended by fluid, and very 
tender. The woman had no symptoms of 
tuberculosis elsewhere, but the kidney was to 
all appearances, so far as clinical examination 
could show, either tubercular or a kidney con- 
taining a stone and pus. Catheterization of the 
ureters was impossible on account or local irri- 
tative conditions of the bladder. Inasmuch as the 
case was an urgent one, I decided to operate, 
and then, according to the findings, do what 
was indicated. I brought the kidney out upon 
the surface of the body fully and determined 
that there were two places which pointed to the 
presence of pus within the kidney. I opened 
these and characteristic pus (tubercular) was 
discharged. I opened into the pelvis of the kid- 
ney, and then the question arose, inasmuch as 
the larger portion of the kidmey was diseased 
whether the kidney should be removed or not. 
As a cryoscopic xamination, as well as other 
examinations, were not made, and I did not 
know whether the other kidney, if there was 
one, was normal or not, I dectded to leave the 
kidney outside on the surface and to watch the 
other kidney and the secretions from it. I left 
the kidney outside of the body for eight days. 
I packed the bed of the kidney with gauze te 
keep it open in case I wanted to replace it if I 
found the other was not good. After a few days 
we catheterized a ureter, and found only one 
ureter accessible, and this was the ureter of 
the supposed healthy kidney. The urine of that 
kidney proved to be urine from a kidney that 
was thoroughly diseased, and at the end of 
eight days I replaced the kidney, after I had 
treated the abscesses of the kidney locally 
thoroughly, and now healing is taking place 
This is the surgical test of the kidney. I could 
test the urine of each kidney separately withou 
making use of the physiological tests otherwise 
indicated. I think such a procedure could be 
used in a number of cases almost in the same 
manner if we could bring the kidney out, sepa- 
rate it clear down, the pedicle containing noth- 
ing but artery and vein, and with simply clamp- 
ing, take the pedicle out if we want to remove 
it, or replace it in case of local abscesses or 
ordinary wounds. At first I was afraid the 
stretching of the vessels or the _ dislocation 
might have a bad result; that I might have a 
hematoma or other conditions, but it did not 
seem to have any effect whatsoever on the kid- 
ney, although the displacement was considera- 
ble. The kidney itself seemed much better in- 
stead of worse from the displacement. The 
urine has since become normal; blood has dis- 
appeared, as well as pus and pain. A fistule 
still remains, although it is getting much better. 

Dr. Joseph E. Smith: In regard to the matter 
of diagnosis of the kidney stones, in some of 
the skiagraphs passed around this evening there 
were various small objects that were marked 
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“not stones found at operation.” I have ob- 
served in a good many skiagraphs of the pelvis 
that we get small, indefinite shadows oposit 
the spine of the ischium, and it seems to m 
the probable explanation is that they are smal! 
sesamoid bones that ocur in that region. It i 
not an uncommon thing to find them in th 
skiagraphs of cases taken for other conditions 
in the hip joint or pelvis, where there are n 
symptoms of ureteral or kidney stone presen 
and they are decidedly misleading in a grea 
many cases. They very much resemble smal 
round stones that might easily be suppos« 
to be calculi in the lower end of the ureter. 


In regard to the occasional mistakes tha 
may be made in the diagnosis of stones in th 
ureter, it has been pointed out several times 
that other bodies occur in this region whic! 
may give shadows very much like those o 
ureteral calculi, and the explanation that has 
been offered is that they are either phleboliths 
that ocur in the veins in that vicinity, or calci- 
fied lymph nodes. I do not know that any 
particular case has ever been demonstrated 
post-mortem where a shadow resembling a 
stone in the ureter has been shown to be du: 
to a calcareous lymphatic gland; but such 
cases have been reported where shadows in that 
region have been shown not to be stones in the 
ureter, and I do not see any reason why a cal- 
cified lymph node might not lead to that con- 
clusion. It has been suggested by various 
workers in this field that in order to avoid this 
source of error the ureteral bougie passed into 
the ureter wil show that the shadow of th: 
stone does not lie in the course of the ureter 
Where this is possible this fallacy can some- 
times be obviated. 


In making kidney skiagraphs the essential! 
thing is, first, to secure the necessary degree of 
penetration, and at the same time preserve th« 
proper differentiation. We have to be guided 
by the thickness of the patient as to the degree 
of penetration required in any particular case, 
and the character of the tube we are using, 
whether it is hard or soft, determines whether 
it shall be a penetrating or a light that is not 
penetrating. In a thick patient it is necessary 
to have a higher degree of penetration, and in 
proportion as the degree of penetration in- 
creases the differentiation decreases. In all 
eases where the patients are sufficiently thin 
if good penetration can be secured with a low 
vacuum tube, thereby preserving the maximum 
differentiation, we can be more certain of the 
results. 


Another faction that enters into the success 
of this matter in a large degree is the so- 
called diffusion of the rays. There is no doubt 
that every bit of tissue in the path of the rays 
becomes in itself a secondary source of radia- 
tion, and the more directions the rays take as 
they pass through the body of the patient, the 
greater diffusion we have, and therefore the 
more indistinct the image. Since the entire 
surface of tube that is used in producing 
light is more or less a source of rays, it is de- 
sirable to exclude all rays except those that 
come from the small center at the anode of the 
tube. To do this the tube can be enclosed in an 
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paque shield, which serves as‘a means of pro- 
ection to the operator, and at the same time 
excludes all the extraneous rays that come 
rom the surface of the fube, and gives a cone 
f light on which the rays are practically par- 
lel. Then, in addition, if we place below the 
shield a large sheet of lead with an opening 
» or three inches in diameter, we can still 
irther diminish the cone of light, and renders 
rays more nearly parallel. 


Dr. Alexander Hugh Ferguson: When I was 
asked to take part in this symposium I did not 
think I would be able to attend the meeting, 
but being here and having been asked to say’a 
few words, I would like to remark, first, with 
regard to Belfield’s paper, that I can look back 
upon a large number of cases of epididymitis 
whose course no doubt would have been short- 
ened by early incisions, and I believe he has 
brought forward an advance in the surgery of 
the epididymis. 

I have had considerable experience with kid- 
ney stones, and I can corroborate almost every 
word that has been said by Drs. Bevan and 
Harris. I had a very interesting case some 
five or six years ago, in which there were two 
small stones, one in the upper pole of the kidney 
and the other in the lower. The patient had 
many stones removed from the kidney by a 
surgeon in Omaha at two sittings previously. 
Were it not for the X-ray showing the locality 
of these small stones, I am sure that one of 
them would not likely have been found at the 
operation. I probed for a long time, and it 
was only after a good deal of difficulty I found 
the small stone and removed it. My experience 
with the X-ray in kidney stones convinces me 
that it is the best and most reliable single 
means we have of diagnosing stone in the kid- 
ney 

The joint paper of Drs. Schmidt and Kol- 
ischer has been exceedingly interesting and 
scientific, and it is truly to be hoped that some- 
thing wil be worked out relative to the func- 
tional activity of the kidney as to whether it 
will be operable or not. Even though some- 
thing is accomplished along this line there may 
be a fallacy in this regard, that it may not 
prove to be as practicable as it is scientific. 
I mean by that statement that to-day we oper- 
ate upon kidneys that we think are not per- 
forming their function properly, but when we 
open those kidneys their function is restored. 
Take the early cases of acute nephritis, or the 
cases reported in the last few years of anuria, 
in which there was almost complete suspension 
of the function of the kidneys, and we find 
their function was restored by operation. 

I cannot take my seat, although it is a little 
foreign to the subject of this symposium, with- 
out referring a little to the great assurance 
with which the internist expresses his surgical 
views here taught. It is really refreshing for 
Dr. Preble to come forward and tell us that 
such and such a case is operable, and that 
such and such a case is not operable. I venture 
to say that Dr. Preble has never stood by the 
side of a case of interstitial nephritis, examined 
it carefully before and during operation, fol- 
lowed the case afterward, and seen the imme- 
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diate and remote results. His dictum does not 
settle the matter by any means, and I am sure 
that he has only voiced the vision of his own 
horizon. 

Dr. David Lieberthal: I am familiar with the 
work of Drs. Kolischer and Schmidt, and be- 
lieve it is in the right direction. Should these 
experiments not prove perfectly successful they 
will doubtless add to our knowledge of the 
functional disturbances of the kidney. 

I was much interested in Dr. Campbell's pa- 
per. Syphilis in every stage may cause affec- 
tions of the kidney. Syphiloma of the kidney 
is practically not diagnosed intra vitam, but is 
usually discovered at the post-mortem table. 
It is important to know that an affection of the 
kidney may also ocur in the early stage of the 
disease, even at the beginning of the secondary 
symptoms, in the form of glomerular nephritis. 
urthermore, we know that mercury, the most 
important drug in the treatment of syphilis, 
may cause irritation of the kidneys. When at 
that stage syphilis is diagnosed and the kid- 
neys are found affected, it is either due to 
syphilis or to other causes, and in the latter 
case is either recent or of long-standing. Mer- 
curial treatment will cure the kidneys if their 
affection is specific, but is apt to aggravate the 
condition is non-specific. 

Therefore, the condition of the kidneys should 
be watched throughout the whole course, and 
the treatment regulated accordingly. 

Dr. William T. Belfield: I am incompetent to 
criticize the work of Drs. Schmidt and Kol- 
ischer; yet I am more deeply impressed by its 
excellence than by anything we have heard 
here on the determination of renal activity. 

I am one of the numerous objectors to the 
optimistic view that the X-ray is an infallible 
diagnostic aid in kidney and ureteral stones, as 
maintained by Dr. Leonard, of Philadelphia, and 
by Dr. Bevan. We cannot trust the X-ray pos- 
itively or negatively, in spite of the very large 
amount of excellent work that has been done 
by it. We know that certain calculi escape the 
X-ray; on the other hand, as Dr. Harris’ twce 
cases have illustrated, the X-ray may show 
calculi which, on post-mortem, cannot be dis- 
covered. Whether these are sesamoid bones, 
calcified lymph glands, or phleboliths, is, of 
course, immaterial. I have in my hand three 
phieboliths as large as buckshot, which I picked 
up accidentally in anatomical work on the ure- 
ter and the vas deferens. These are evidently, 
from thir looks and feel, lime calculi. They 
lay in a vein directly behind the ureter. 

It is doubtful whether even a probe intro- 
duced into the ureter through the cystoscope 
would have determined that these were not 
ureteral stones, even though the probe failed 
to touch them. 

The X-ray is valuable, but certainly not in- 
fallible. 

Dr. Arthur Dean Bevan: With reference to 
the remarks made by Dr. Belfield, I would like 
to say that my discussion was limited to kidney 
stone. Dr. Harris and I had a definite under- 
standing that I was not to touch on stone in the 
ureter. The points brought out by Drs. Harris 
and Schmidt were true. I have no doubt I 
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have seen twenty skiagraphs in which there 
was not the least bit of evidence of any kidney 
trouble or anything suggestive of kidney stone 
trouble. The statements which I made related 
entirely to stone in the kidney, and I am very 
glad Dr. Harris brought out the very important 
point of the difficulty of determining the exact 
character of these shadows in the pelvis. My 
own experience now comprises thirty to forty 
cases in which we have actually operated upon 
kidneys, where the question of kidney stone has 
been considered and determined by the X-ray. 
We have had but one failure out of this num- 
ber of cases. Kummel had none. Mayo, who 
was here the other day from Rochester, told me 
that he has adopted the same technique we are 
following at the Presbyterian hospital, which 
for a long time was most unsatisfactory and 
difficult, has now become most satisfactory. I 
do not deny the possibility that there is a fair 
percentage of error, and this may be as high 
as ten per cent. I am perfectly willing to ad- 
mit that there is a leeway of ten per cent; but, 
after all, what means of diagnosis in medicine 
have we that has not such a leeway? What 
means of diagnosis have we that is as accurate? 
My plea is that mistakes are made because the 
work is not done well and the skiagraphs are 
not well interpreted. I am willing to admit 
that if the work is done by the best men and in 
the best way there will be a small percentage 
of error. Nothing is infallible. The position 
should be taken that the X-ray is one of the 
most accurate means of diagnosis that we have 
in medicine, and that it should be properly em- 
ployed and correctly interpreted. 

‘Dr. Alfred Parker: In regard to Dr. Belfield’s 
paper,, I think we are too conservative in the 
treatment of pyogenic infections of the male 
genital organs. In pyogenic infection of any 
other organ we would not wait as we do in 
cases of epididymitis and pus infection of the 
seminal vesicles, but incise, as by waiting and 
giving nothing but symptomatic treatment, as 
we usually do in epididymitis, we let the dis- 
ease make headway, and finally we get the bad 
results which have been referred to. If we 
would follow the suggestions of Dr. Belfield 
and drain each case of epididymitis, in my 
opinion, some of the consequences we see at 
the present time would not occur. 

Dr. Gustav Kolischer: After the flattering 
remarks that have been made I would like to 
say a few words regarding early work with the 
X-ray. The first men to recognize the neces- 
sity that something should be added to the 
usual X-ray work in trying to locate a kidney 
or ureteral stone were Dr. Louis E. Schmidt 
and myself, and about four years ago we made 
a preliminary report before this Society point- 
ing out this factor and showing skiagraphs 
which were taken. We were the first to sug- 
gest the introduction of lead wires as sub- 
stances which would show up in an X-ray 
picture in the ureters and in the kidneys, not 
only for the purpose of diagnosing’ ureteral 
stone, but we showed by pictures and by re- 
ports of cases that it is very important to do 
that in a case of kidney stone, because it is 
very easy after such a picture is taken to de- 
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termine whether the stone is located in 1 


pelvis of the kidney or in the parenchym 


One case, which occurred in the practice 
Dr. Schmidt, bears this out. The patient w 
a man, who had stone in the kidney. He h 
symptoms of stone in that organ. The ski 
graph showed a shadow of a stone. The | 
tient was operated upon by an able surge: 
who could not find the stone. We then took 
skiagraph, after a lead wire was introduced i) 
the ureter and into the renal pelvis. The sto 
was at a considerable distance from the end 
the lead wire; consequently the stone was 
in the pelvis of the kidney. Guided by the p 
ture and the lead wire, the operator n 
reached the stone by the first incision, beca 
he knew then where to look for it. 

This X-ray work has been taken up to so 
extent in France and Germany; but we h: 
not seen many reports so far. Dr. Schmidt 
myself are entitled to the credit for priority i: 
this work, although we are practicing in Chic 

As to tests for the electric conductivity of 
urine, I want to say this: There are two « 
jections which might be raised, even admitti 
that the principles of this method are t 
One is the objection raised by Dr. Ferguson 
and about which there is some misundersta 
ing. He said the test will not be as practic: 
as it is scientific, because it will contra: 
certain principles which are made by surg: 
who operate for nephritis, the so-called Ed 
bohls operation. Dr. Ferguson is mistake: 
that direction. We claim that if our test 
true we established the fact that there is a one- 
sided nephritis. There are cases where < 


one kidney is inflamed, and there can be only 


one real indication for operating on nephriti 
namely, when only one kidney is involved 
we have bilateral nephritis, then, of course, 
objections raised by Dr. Preble hold true. 

Another objection raised against this met 
was that it necessitates the catheterizatio: 
the ureters to obtain the urine separately fro 
each kidney. That is no objection what: 
Catheterization of the ureters is not rese! 
for a few men. There is no mystery abou 
Some are more expert in doing it than ot! 
While it is true that in certain cases it is d 
cult or impossible to catheterize the ure! 
there are other methods which fail in 
cases. There is no uniformly successful 
nostic method. It does not exist. 

I am pleased to state that a number of men 
whom Dr. Belfield, Dr. Schmidt and I have 
heard sneer at the use of the cystoscope are 
now using it with satisfaction. They have be- 
come convinced of its value in catheterizing th« 
ureters. 


JOINT MEETING OF THE CHICAGO NEU- 
ROLOGICAL AND CHICAGO MEDICAL 
SOCIETIES, HELD MARCH 29, 1905. 

The President of the Chicago Neurologica! 50- 
ciety, Dr. Harold N. Moyer, in the chair. 
Symposium on Exophthalmic Goitre. 
Dr. L. F. Barker opened the discussion 0! 
symposium with a paper on 
The General Considerations. 
He says the disease has been named after in- 
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vestigators in several countries. Thus in 
English textbooks it is frequently referred to as 
Graves’ disease; in Germany, as Basedow’s dis- 
in Italy, as Flajani’s disease. But the 
syndrome was undoubtedly very well described 
by Parry earlier than by any of the authors 
mentioned, and strictly speaking we should, 
therefore, if we refer to the disease under the 
me of any one man, call it Parry’s disease. 
The affection has been treated monographic- 
ally several times. The best monograph on the 
subject is, he thinks, that of Moebius, published 
in 1896. There are but few facts known con- 
cerning the disease which are not dealt with in 
his treatise, and the speaker has drawn liberally 
upon it in the preparation of this review. 
During the last fifty years knowledge of the 
disease has increased with great rapidity. 
Everyone has become familiar with its out- 
spoken forms, and the recognition of more ob- 
scure types has been rendered easier. The rarer 
symptoms of the disease have been carefully in- 
vestigated; numerous new signs have been dis- 
covered; and the significance and frequency of 
many of the phenomena have been established. 
While the nature of the affection is not yet 
wholly clear, great strides have been made 
toward an understanding of it. The theory that 
. disturbance of the thyroid gland is responsible 
the symptoms of the disease is now the 
minant one, but, as will be pointed out later, 
is view has not met with universal acceptance, 
nd there are some points difficult to reconcile 
ith any of the theories yet propounded. 
In the treatment of exophthalmic goitre a 
great deal has been accomplished, really much 
ve than is generally recognized. For the 
prevalent opinion among physicians and the 
laity seems to be that the disease is incurable; 
hereas the literature shows, and the experi- 
of men who have dealt widely with the 
lisease proves, that a good many cases get well. 
me patients apparently recover spontaneously; 
hers, and in considerable numbers, after spe- 
il treatment, medical or surgical, or both. 
With regard to the etiology, it is known that 
e disease occurs nearly five times as fre- 
ently in the female as in the male; that it is 
mmonest in early life, and especially in the 
third decade; that it has a tendency to appear 
in the so-called neuropathic families; that many 
cases of the disease may occur in one family; 
that it often develops after emotional shock or 
prolonged emotional disturbance; that occasion- 
ly it appears as a sequel of some infectious 
process; and, finally, that, as far as has yet been 
made out, climatic and terrestial conditions play 
» important role in its causation, though it 
would appear that it is rather more common in 
stricts where ordinary goitre is prevalent. The 
isease has been met with in lower animals, in 
e dog, in horses and in cattle. Whether it is 
ore frequent now than formerly cannot be 
definitely stated, but it seems rather strange 
that so striking a symptom-complex as typical 
exophthalmic goitre presents should not have 
been more commonly recorded in the older med- 
ical literature. 
As the cardinal symptoms of the disease are 
usually described, we have the tetrad-tachycar- 


e2se; 


dia, goitre, exophthalmos, and tremor. In well- 
marked cases all these symptoms may be pres- 
ent, but in undoubted instances of the disease, 
one, two or even three of them may be absent. 
Some have even gone as far as to diagnose the 
disease in the absence of any one of these four 
symptoms. As a consideration of the atypical 
forms is to be discussed by Dr. Mettler, he 
would say nothing further on this phase of the 
subject. 

Aside from the thyroid gland, it is the circu- 
latory system, the nervous system, the eyes and 
the skin, the functions of which are especially 
disordered, though there are also evidences of 
disturbed activity in still other parts of the 
body which must be referred to. 


One of the circulatory disturbances, the tachy- 
cardia, is usually the first symptom to be mani- 
fest. It is rarely, if ever, absent in the disease, 
and the character of the symptom affords per- 
haps more information than that of any other 
regarding the course of the disease. The heart 
beats more rapidly and more powerfully than 
normal, and the patient has a disturbing 
subjective sense of palpitation. The tachy- 
cardia may be paroxysmal at first, but 
later often becomes continuous. Indeed, 
tachycardia unrelated to disturbances of 
digestion or to organic disease should al- 
ways excite suspicion of the possible existence 
of Parry's disease. Occasionally murmurs may 
be heard over the heart, especially at the base. 
Angina pectoris is not infrequently encoun- 
tered. An interesting symptom on the part of 
the circulatory system is the marked pulsation 
of peripheral arteries, which may be limited to 
a group of vessels, most often the carotids; or it 
may be general; often one set of vessels will 
pulsate more at time and another set at 
another; the throbbing may even be unilateral. 
In severe cases actual hemorrhages from small 
vessels May occur. 
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The enlargement of the thyroid, in Parry’s 
disease, is worthy of special consideration, for 
in the first place the Parry syndrome can appear 
after an ordinary goitre, though in many 
instances the goitre develops along with the 
other symptoms. This fact has led Moebius to 
divide the cases of Parry's into two 
groups: (1) The primary and (2) the 
seconiary cases. In the primary cases the 
struma is usually soft, the gland may not be 
very much enlarged and often the right lobe 
is more increased in size than the left. Large 
vessels cover the gland. The carotid pulsation 
is transmitted by it; a distinct thrill can often 
be felt on palpation and on listening to the 
tumor a systolic blow may be heard. Guttmann 
distinguishes an arterial bruit from a venous 
bruit, and believes that these sounds, if present, 
are pathognomonic for the disease. The goitre 
develops, as a rule, very slowly, but in some 
cases it grows with great rapility, attaining a 
considerable size in a few days, or even within 
a few hours. It must be remembered that the 
parenchymatous changes in the gland character- 
istic of the disease may be present in the 
absence of goitre, and, further, that the goitre, 
at any rate in the primary cases, may be 
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largely due to the dilatation of the blood vessels 
of the gland, for the gland is often markedly 
collapsible after death. Careful studies of the 
histological appearances of the gland have 
been made by Greenfield, Renaut, Brissaud, and 
others. There is a peculiar hyperplasia of the 
gland acini. Colloid is usually absent. Ac- 
cording to Renaut, the lymph vessels in the 
central part of the glandular lobules are obliter- 
ated, while those at the periphery, the inter- 
lobular lymph vessels, are excessively distended. 
He believes that the absence of colloid is due 
to its transformation into a substance which he 
calls thyromucoin. 

Many of the symptoms of exophthalmic 
goitre are directly referable to a disturbance 
of the functions of the nervous system, and it 
is not surprising that many of the theories of 
the disease make it neural in origin. The 
psyche of the individual is rarely normal. In- 
creased irritability is often one of the first 
signs. I have been much surprised in looking 
over the literature to observe how frequently 
cases of exophthalmic goitre have been associ- 
ated with definite psychoses, with mania, with 
melancholia, and with other forms of insanity. 
Even when no definite psychosis exists, it is not 
uncommon to find patients over-cheerful or 
excessively depressed. Insomnia is a common 
symptom. Flushings of heat are complained of. 


Perhaps the most important nervous symp- 
tom is the tremor. It has been carefully studied 
by P. Marie, and is now regardei as a very 
constant phenomenon, though it undergoes 
marked variation in degree and continuousness. 
The tremor is usually fine and rapid; the rhy- 
thmical oscillations number from eight to ten 
per second. Among other nervous symptoms, 
tonic spasms, sometimes resembling those of 
tetany, and epileptiform attacks, may be men- 
tioned. A symptom which is not at all uncom- 
mon is markei muscular weakness, which may 
become so exaggerated as to render the patient 
bed-ridden. Actual paralyses are described; 
Charcot called attention to the paraparesis which 
may occur, and German writers describe what 
they: call the “Basedow paralyses.” As a rule, 
the tendon reflexes are not markedly altered, 
but they may be increased or diminished. It is 
a striking fact in pathological anatomy that 
despite the marked clinical symptoms referable 
to the nervous system, actual demonstrable les- 
ions are rarely to be met with. It would appear 
that the poison in the disease, in acting upon 
the neural structures, is able to destroy func- 
tions without leaving behind indications of its 
action discoverable by our present histological 
methods. 


The eye symptoms of the disease are among 
the most characteristic. The exophthalmos ap- 
pears to be due chiefly to the dilatation of the 
blood vessels of the orbit, though in long-stand- 
ing cases an increase of the adipose tissue may 
be partly responsible therefor. The symptoms 
known by the name of von Graefe is very often 
present, though not constantly. It may easily 
be overlooked unless tested for carefully, and he 
hoped Dr. Gradle would describe in detail the 
best method of eliciting the sign. Stellwag’s 
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symptom, the widened lid slit and the infrequen: 
winking, is one of the earliest and most constan: 
signs of the disease, and together with the ex- 
ophthalmos causes the goggle eye. Moebius 
symptom, insufficiency of convergence, bes 
breught out by telling the patient first to look 
at the ceiling and then at the end of his nose, j 
an important accessory sign, though not patho- 
gnomonic. With the insufficiency there is n 
diplopia, though the patient may experience 4 
feeling of tension. Actual eye muscle paralyse; 
are rare, but do occur, and may be associat 

with paralyses in the domain of the fifth and th 
seventh cerebral nerve. Tremor of the eyebal! 
tremor of the eyelid (Rosenbach’s symptom), ex- 
cessive lacrimation, are among the other occa 
sional eye symptoms. He mentioned these only 
as Dr. Gradle was to take up the ophthalmolog- 
ical side of the clinical picture in detail. 

On the part of the skin, increased sweating is 
the most important symptom. The increased 
moisture due to it appears to be responsible fo: 
the lessened resistance of the skin to the passag: 
of the electric current (Vigoroux’s symptom) 
The skin may be pigmented, sometimes as mark- 
edly as in Addison’s disease. There may bs 
circumscribed edema; urticaria factitia is not 
uncommon. Occasionally marked trophic dis- 
turbances, including falling out of the hair and 
scleroderma, may be met with, especially wher: 
exophthalmic goitre is complicated by myxe- 
dema. 

The symptoms referable to other parts of the 
body may be dismissed in a few words. Diar- 
rhoea is not infrequently a troublesome symp- 
tom. According to the researches of F. Mueller, 
metabolism must be profoundly altered, for in 
spite of the bulimia usually present in this dis- 
ease, the patients emaciate rapidly and the ni- 
trogen output exceeds the intake. Transient 
fever is very often present, even in the mild 
cases, but a high temperature, or one lasting 
over a long period, is seldom met with except in 
the severer forms of the malady. Gowers has 
called attention to the enlargement of the lym- 
phatic glands, which may be present, and Mark- 
ham asserts that a persistent thymus may 
nearly always be found at autopsy. A sign con- 
tributed by an American clinician, the so-called 
Bryson’s sign, consists in the slight expansion 
of the thorax on inspiration. It has been com- 
mented upon, among others, by Patrick. 


Four principal theories of the disease have 
been put forward: (1) That it is due to diseas: 
of the sympathetic nervous system; (2) that th 
seat of the malady is in the medulla oblongata; 
(3) that it is primarily a disease of the thyroid 
gland, and (4) that it is a neurosis. 

The tachycardia, the throbbing and dilatation 
of the blood vessels, the vaso-motor and se- 
cretory disturbances generally, and the exoph- 
thalmos naturally have directed the attention of 
investigators toward the sympathetic nervous 
system. The fact that some of the symptoms 
point to paralysis of the sympathetic, and others 
to irritation, need not necessarily militate 
against the view, since it is common in neural 
lesions to meet with such mixed symptoms. 

That the medulla oblongata is the seat of the 
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disease is a theory founded on very few objec- 
tive facts. There have, it is true, been found 
occasionally at autopsy slight lesions in the 
medulla oblongata, such as ecchymoses in the 
floor of the fourth ventricle, partial agenesis or 
trophy of the tractus solitiarius, but nothing 

a pathologico-anatomical nature has ever 

1 observed, which could satisfactorily ac- 
count for Parry’s syndrome. It was Filehne’s 
experiments, he takes it, upon the corpus reti- 
forme which lent most support to the bulbar 
theory. He produced some of the symptoms of 
the disease, and his experiments have been more 
or less confirmed by other observers. The work 
should undoubtedly be further followed up. The 
well known fact that in strong emotional excite- 
ment, for example, in horror, the eyes protrude, 
and are fixed upon the horrible object, the heart 
beats fast, the individual breaks out into a 
sweat, and sometimes even the thyroid is 
temporarily enlarged, has been used to favor the 
bulbar hypothesis, it being assumed that there 
! be some center in the medulla oblongata, 
stimulation of which calls forth the combination 
of symptoms mentioned. 


The dominant theory at the present time is 
that in which a primary disease of the thyreoid 
gland is made responsible for the affection. 
Since 1873, when Gull described myxedema, and 
n 1878, when Ord showed that the thyeroid is 
atrophied in that disease, progress concerning 
the relation of the thyreoid gland to the rest of 
the organism has been making rapidly. In 1882 
teverdin demonstrated that on excision of the 
thyreoid in animals a myxedema operativum de- 
velops, the condition subsequently designated by 
Kocher as cachexia strumapriva. Later Murray 
discovered that the feeding of thyreoid sub- 
stance to myxedematous patients or to animals 
with cachexia strumapriva would cause the 
symptoms to vanish, whereupon the belief 
seerned well founded that myxedema is due to 
diminution or loss of activity of the thyreoid 
gland. Now histological examination and ma- 
croscopic observation have shown that im ex- 
ophthalmic goitre we have to deal, as a rule, 
not with an atrophy, but with an hypertrophy 
of the thyreoid gland, and in 1886 Moebius ad- 
vanced the hypothesis that Basedow’s disease is 
the result of a pathologically increased activity 
of the thyreoid. He suggested that in exoph- 
thalmie goitre we have to deal with a primary 
disease of the thyreoid, as a result of which a 
secondary intoxication of the rest of the body 
occurs, giving rise to the other symptoms. He 
urged that since the disease is a form of goitre, 
it is easy to understand the part played by he- 
redity, the predominance among females, the in- 
fluence of disease of the sexual organs, its oc- 
currence along with other forms of goitre, the 
occasional transition to myxedema and the suc- 
cess of operative treatment. It has for some 
time been asserted that the feeding of thyeroid 
glands in excess may produce some of the symp- 
toms of exophthalmic- goitre, though not all of 
tem. Experiments connected therewith have, 
itis true, caused much discussion. Buschan de- 
clared that he took a large number of thyreoid 
tablets without toxic effect, and Gregor reports 
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prolonged feeding of idiot children with thy- 
reoid substance without the production of Base- 
dow’s symptoms. On the other hand, Notthafft 
records a case where actual exophthalmic goitre 
developed after the ingestion of 1,000 tablets, 
and Oppenheim tells of an instance in which a 
woman receiving nine tablets per day to combat 
obesity, became the victim of Basedow’'s dis- 
ease. The fact that exophthalmic goitre is oc- 
casionally associated with myxedema would 
seem to contradict Mobius’ hypothesis, for ac- 
cording to his first conception of the disease 
myxedema and exophthalmic goitre are the very 
antithesis of one another, the former being due 
to an atrophy of the gland, with loss of func- 
tion; the latter to an hypertrophy of the gland 
with increase of function. Mobius, however, 
does not regard the simultaneous occurrence of 
the two diseases as inconsistent with his the- 
ory since, as he now conceives of exophthalmic 
goitre, there is along with the early hypertrophy 
and hyperthyreoidization a perversion of func- 
tion, the so called dysthyreosis. This could 
easily go over in late stages of the disease into 
athyrea. 


Modern therapeutic measures have been 
largely based upon the thyreoid theory and the 
results of therapeusis have been adduced in 
support of it. There is no gainsaying the fact 
that the results of partial strumectomy indi- 
cate that the successful removal of a portion of 
the thyreoid gland can lead to pure or to defin- 
ite amelioration of the condition. The statistics 
of Heydenrich, Starr, Rembach-Mikulicz and 
Kocher are very interesting and convincing. 
Again, the reports of the French surgeons, espe- 
cially those of Chipault and Jonnesco who re- 
sect the sympathetic on one or both sides in 
order to affect the thyreoid secretion are very 
suggestive. The treatment by an antithyreoid 
serum appears to have given in some cases re- 
markable results. On the theory that the thy- 
reoid secretion normaly neutralizes certain gen- 
eral metabolic poisons in the body, Mobius and 
others conceived of treating cases of exophthal- 
mic goitre in which there is presumably an ex- 
cess of thyreoid secretion in the body, by in- 
troducing subcutaneously or by the mouth the 
serum of thyreoidectomized animals. It was 
hoped that the non-neutralized general meta- 
bolic poisons of such animals would nu'lify the 
toxic effect of the excessive thyreoid secretion. 
Merck’s antithyreoidin, Burghardt and Blum- 
enthal’s “rodagen,” Hallion and Carion’s gly- 
cerin extracts of the blood serum, Vallet and 
Enriquez’s serum, and Lanz’s milk of thyre !d- 
ectomized goats—all are administered on this 
principle. 

The theory that exophthalmic goitre is p”’- 
marily a neurosis, first championed by Char- 
cot and his pupils, still has supporters among 
the ablest men of the profession. A survey of 
the whole subject makes the speaker person- 
ally unwilling for the present to deny it. The 
history of the affection, its etiology, its com- 
plications, the spontaneous cures which occur, 
the remarkable influence at times of suggestion, 
all make one think of a neurosis. Undoubtedly, 
the function of the thyreoid is gravely altered 
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in the disease, but those who hold to the neurosis 
theory look upon the thyreoid change as sec- 
ondary to a primary nervous disease. But such 
an assumption is far from satisfying, for one 
should have then to seek the cause of the neu- 
rosis. The fact is the pathogenesis of exoph- 
thalmic goitre is still wrapped in mystery. 

As to treatment, experience has shown the 
great importance of general measures; com- 
plete rest for a time, fresh air, careful diet, 
mild balneotherapy, all are useful. He person- 
ally favors rest, isolation and systematic psy- 
chotherapy as a routine treatment. In cases 
which do not respond to this or to antithyreoid 
therapy, operation may be considered, but if 
it is to be done, it should be undertaken before 
marked cachexia develops, and before the heart 
is too seriously diseased. Before any safe con- 
clusions can be drawn regarding any form of 
treatment, a large number of cases should be 
observed over long periods. Results so favor- 
able as to be startling have been obtained from 
the most diverse forms of treatment, even from 
feeding thyreoid as well as from antithyreoid 
medication. 

Dr. Mettler’s paper will be found on page 391. 


Ocular Symptoms of Graves’ Disease. 

Dr. Henry Gradle discussed this phase of the 
subject, saying that in well marked Graves’ 
disease the patient has a wild, staring look, 
amounting to even an expression of terror. This 
is caused by protrusion of the eyeballs together 
with retraction of the upper eyelid, whereby 
some of the sclera is exposed to view above the 
cornea. The widening of the lid aperture is 
peculiar to this disease, and does not accompany 
protrusion of the eyeball from other causes. The 
exophthalmos varies in ‘egree. It may be so 
pronounced that the lids cannot be closed. Even 
partial forward dislocation of the eyeball has 
been seen on attempting forcible closure of the 
lids. On the other hand, the exophthalmos may 
be inconspicuous or not alike in the two eyes. 
One-sided exophthalmos is not excessively rare. 
Indeed, the diagnosis of Graves’ disease is occa- 
sionally certain, even without exophthalmos, or 
the latter may develop after the other cardinal 
symptoms have existe! for a while. Conversely, 
protrusion of the eyes or even of one eye only, 
when accompanied by the characteristic retrac- 
tion of the upper lid justifies the diagnosis of 
incipient or incomplete Graves’ disease, even 
though goitre and heart symptoms be absent. 

The retraction of the upper lid exposing the 
sclera to an abnormal extent is perhaps more 
characteristic of Graves’ disease than mere pro- 
trusion of the eye. It is less often absent than 
the exophthalmos, and, like the latter, it is occa- 
sionally, though rarely, one-sided. In rare in- 
stances it is present without exophthalmos. At 
times the lower lid, too, seems slightly retracted. 
The retraction of the eyelid is often called Stell- 
wag’s sign, but not properly so, for it has been 
describe! previously. Stellwag really was the 
first to call attention to the infrequency of wink- 
ing movements of the lids in this disease. 

The exposure of the sclera is exaggerated 
when the patient: looks downward. In the nor- 
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mal person the downward motion of the eye 
accompanied by dropping of the upper lid, 
that nothing above the upper corneo-scle 
junction is exposed to view. Von Graefe poin' 
out that in most instances of Basedow’s dise 
lili does not follow the downw 
motion of the eye, but lags behind, and he: 
looking down intensifies the strange express 
of the patient. Von Graefe’s symptom is : 
constant. 

Pigmentation of the skin, resembling 
bronze color of Addison's disease, has been not 
especially by Drummond, on various areas of | 
body and also around the eyes. Jellineck | 
lately again referred to the diffuse brown cok 
ing of the skin of the eyelids, the upper m: 
than the lower, as an early, though not const 
and sometimes evanescent, symptom in exo} 
thalmic goitre. 

Moebius has observel insufficiency of 
converging power of the eyes as a fairly frequ 
occurrence in Graves’ disease. On following 
object approaching the face, one eye will ce 
converging and will deviate outward when 
object is within some five to eight inches, inst; 
of the normal near point of convergence of ab 
three inches. The patient may in conseque 
complain of fatigue of the eyes when doing n 
work. 

Pulsation of the arteries of the retina 
been described by Becker as common in 
disease. Other observers have not 
pulsation as often as Becker. 

The protrusion of the eyeball is partly du: 
increased vascularity of the orbit, as it alw 
diminishes after death. In some autopsies 
eyeballs, prominent in life, were even fou 
recedeil to normal position, and no anom: 
were observed in the orbit. In other jx 
mortem records the exophthalmos was 
plained by the increased amount of fat fo 
within the orbit. The ocular muscles were 
filtrated with fat and the optic nerves elong 

The retraction of the upper lid 
imitated by the action of the orbital musc! 
Mueller under the influence of the stimu! 
cervical sympathetic nerve. In man, its 
drooping of the lid, is observel when 
sympathetic has been paralyzed by any les 
Yet in an autopsy of Drummond’s, Mu: 
muscle could be found at all on dissecting 
orbit. 

When recovery occurs in this disease, « 
spontaneously or under treatment, the eye s) 
toms can disappear completely. Some inst 
have been observed, however, in which a s 
degree of exophthalmos existed after app 
recovery from the other manifestations of 
disease. If the disease continues without 
provement, there is no reason to fear any 
complications or sequels except danger to 
cornea in relatively rare instances. This 
tively favorable prognosis was particu 
emphasized at a discussion on Graves’ dis 
before the Ophthalmological Society of 
United Kingdom, in May, 1886, in which 
bably the largest collected experiences o 
world were brought out. A few excepti 
cases in which optic neuritis, optic atrophy 
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ocular palsies have been observed must be re- 
garded as coincidences of separate lesions in 
neuropathic subjects. 

When the gaping lids afford insufficient pro- 
tection to the exposed cornea, ulceration of the 
latter may take place. This does not seem to 
be a frequent occurrence, especially in recent 
times. Personally, the author has seen one 
instance of it which proved manageable. It 
was mentioned in the earlier German literature, 
and seems to have been observed most fre- 
quently in the case of elderly men, in whom 
the entire prognosis is more serious than in 
woman or in general in younger people. It can 
be guarded against or made to heal when not 
too far progressed by a protective bandage or 
operative closure of the gaping lid aperture. 

There is a single case on record by Dor, of 
the occurrence of conical cornea in a patient 
with Graves’ disease. The causative relation 
of the latter to the stretching and deformity of 
the cornea was suggestei to Dor by the unusual 
improvement of the kerato-conus in both eyes, 
only one of which had been operated upon, when 
the patient recovered from the goitre under the 
administration of thymus. It has been the 
author’s fortune to have seen recently a similar 
coincidence of these two obscure conditions— 
exophthalmic goitre and conical cornea. 


The Serum Treatment of Exophthalmic Goitre. 

Dr. Harold N. Moyer said that until the last 
few years the obscurity in which we labored in 
regard to the etiology and pathological changes 
responsible for the symptom-complex of Graves’ 
disease precluded all possibility of adopting any 
rational method of treatment for this affection. 
Digitalis, strychnia, belladonna, the bromides, 
rest cure, massage, electricity, and the numer- 
ous other remedial measures have all failed in 
the majority of instances to produce any ma- 
terial effect upon the course of the disease. 
Since Moebius, Ballet and Enriquez and other 
investigators conceded that exophthalmic goitre 
was due to a functional derangement (an exces- 
sive or perverted secretion) of the thyreoid 
gland, considerable progress has been made in 
the treatment of this affection. If the disease be 
the result of a too abundant or an excessively 
toxic secretion of the thyreoid gland, the only 
national form of therapy consists either in 
checking this secretion or else in neutralizing 
the toxic products thrown into the blood stream. 
The first of these alternatives was beyond our 
control, but, as the thyreoid secretion is per- 
haps normally neutralized by certain anti- 
bodies present in the blood, the serum or blood 
of animals from which the thyreoid gland had 
been removed and in which these anti-bodies 
had been allowed to accumulate for some time, 
should prove capable of neutralizing the ex- 
cessive or perverted secretions causing Graves’ 
disease. 

The first experiments conducted along these 
lines were undertaken independently of each 
other by Ballett and Enriquez in Paris and 
Lanz, in Amsterdam. The former used the 
serum, the latter the milk of thyreoidectomized 
animals. The results obtained by either method 
were very encouraging. Further experiments 
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along these lines were conducted by Burghart, 
Schultes, Goebel, Moebius, and others, some 
using the milk, others the blood of thyrecidect- 
omized animals. The same properties which 
were found in the blood and serum proved to 
be present also, although in not as great a con- 
centration in the milk of these animals. The 
latter was preferred by some experimenters be- 
cause it proved less expensive than the pure 
sera. The serum was at first administered sub- 
cutaneously, but as it was found that the same 
results could be obtained by using slightly 
larger doses per os, this latter method was con- 
sidered more desirable. Since the results of the 
investigators above referred to have been pub- 
lished, there have appeared occasional articles, 
especially in the German medical journals, re- 
porting cases treated by the use of preparations 
derived from thyreoidectomized animals. 

E. V. Leyden, in the Medizinische Klinik, 
Dec. 1, 1904, in an article entitled “The Organ- 
otherapy of Graves’ Disease,” gives a compre- 
hensive historical review of the evolution of 
these products and reports a few cases success- 
fully treated by the milk of thyreoidectomized 
animals. 

H. Hempel and K. Thienger both report fa- 
vorably upon the use of Moebius’ anti-thyreoid 
in serum, as prepared by Merck and Co. The 
harmlessness of all these preparations is self- 
evident, and all reports unanimously attribute to 
them much therapeutic value in cases of exo- 
phthalmic goitre. Almost without exception the 
rapid pulse rate, the palpitation, tumultuous 
and irregular heart action, are much improved. 
Vertigo, cyanosis, precordial distress, and other 
annoying symptoms due to the cardiac derange- 
ment disappear. The restlessness, insomnia, ir- 
ritability, rhythmic tremor and other nervous 
and motor disturbances characteristic of the 
disease are greatly relieved, changing in a short 
time a condition of pitiable distress into one of 
comparative comfort. In most all cases a 
marked effect is noted upon the appetite, the 
weight increases, while the circumference of the 
neck decreases in those cases where glandular 
enlargement is present. In fact, the action of 
these remedies in cases of exophthalmic goitre 
seems almost a specific. Whether the prolonged 
exhibition of these preparations will eventually 
produce retrogressive changes in the gland or 
correct the deranged secretion, thus producing 
complete and permanent cure, remains still to 
be proven. 

The new preparation—thyreoidectin—is de- 
rived from the blood of thyreoidectomized ani- 
mals. In the preparation of these capsules, not 
only the serum but the entire blood has been 
utilized. It forms a reddish-brown powder, 
readily soluble, non-toxic, unirritating to and 
rapidly absorbed from the stomach. It is put 
up in five grain capsules, of which one or two 
are administered three times a day, according 
to the needs of the individual case. This remedy 
has fairly passed the experimental stage; it has 
been placed in the hands of prominent neurolo- 
gists in this country, who are careful observers, 
and have testified to the fact that it possesses 
at least the greatest palliative value in the 
treatment of exophthalmic goitre. 
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Although thyreoidectin is recommended es- 
pecially for the treatment of exophthalmic goi- 
tre, it may also prove of value in various nerv- 
ous disorders of obscure etiology, more or less 
closely related to Graves’ disease, although the 
author has no actual data on the use of the prep- 
aration in these conditions. 


A preparation similar to thyreoidectin has 
been in use on the continent for some time. Dr. 
S. Christens has used milk (rodagen) and serum 
of thyreoidectomized goats, but for the last four 
years has confined himself to the use of blood 
tablets prepared in the following manner: The 
blood of a thyreoidectomized goat is distribute! 
in thin layers in shallow dishes, dried in an in- 
cubator at body temperature, powdered, some 
gum added, and made into 35 cgm. (5 gr.) tab- 
lets. These tablets proved readily soluble in 
artificial gastric juice. Christens has treated up 
to this time 18 cases, all of which, with the ex- 
ception of a few which were treated only a short 
time, were considerably benefitted. He claims 
that in this specific organotherapy we possess 
a valuable pallative therapeutic aid in the treat- 
ment of Graves’ disease, which should be resort- 
ed to in all cases. 


Personal Experience With the Serum Treatment 
in Exophthalmic Goitre. 


Dr. Sydney Kuh discussed this phase of the 
subject. He reported 11 cases of exophthalmic 
goitre, of whom one was treated by the adminis- 
tration of the serum of the thyreoidectomized 
animal furnished by Merck, while in other cases 
either the liquid or the desiccated serum fur- 
nished by Parke, Davis and Co., was given. 

His conclusions are as follows: His experi- 
ence has not been sufficient to justify him in 
making any statement as to the curative effects 
of the serum. He believes, however, that he is 
justified in saying that, it is an excellent pal- 
liative, at least; that it is not an infallible rem- 
edy is very probably true. Amongst the 11 
cases there was one in which the effect of the 
treatment was temporary only, and another in 
which there was possibly no effect at all. One 
thing was very striking, and that was the 
marked and rapid improvement in the subject- 
ive condition of most of the patients. Within 
a few days after taking the first dose of the 
serum they would report a change for the better. 
The remedy influences the pulse probably as 
much as anything that is employed in the treat- 
ment of tachycardia in exophthalmic goitre; it 
increases the appetite and decreases nervous- 
ness. It has, if one may judge from the series 
of cases reported, a pronounced tendency to 
increase the weight. Theoretically, it seems 
hardly probable that the results from the serum 
should be permanent. One perhaps may expect 
that after some time a smaller dose may suffice, 
that perhaps an intermittent treatment only 
may be required. In one case, the first one re- 
ported, the patient has been without serum now 
for quite a long period—for approximately two 
and a half years, and has remained in excellent 
health all the time, but it seems doubtful wheth- 
er she will remain in that condition unless she 
occasionally takes a few doses of the serum. 


EXOPHTHALMIC 
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Two Severe Cases of Exophthalmic Goitre. 

Dr. Charles L. Mix said he has had two very 
pronounced cases of exophthalmic goitre since 
Dr. Moyer put the serum into his possession. 
The first of these was a woman, who was in 
the Mercy Hospital for quite a period, with no 
diagnosis. Her case was regardei as a peculiar 
one. It was recognized that the heart was 
dilated, but further than that, and further than 
the neurasthenic and hysterical symptoms, noth- 
ing positive was made out. When he returned 
from his vacation in August, or September, the 
interne showed him the woman, and after a 
while the speaker recognized the case as one 
of exophthalmic goitre. He showed her to Dr. 
Moyer, who bore witness to the exquisite von 
Graefe’s sign which was present. In fact, Dr. 
Moyer told him that it was one of the best he 
had ever seen in any case. The patient’s pulse 
rangei from 120 to 130; it reached even 140. 

As to the modus operandi of this serum, the 
theory of Moebius is very simple. Myxedema 
and exophthalmic goitre are antipathal diseases. 
Myxedema is due to a diminution in the proper 
secretions of the thyroid gland, and atrophy 
possibly of the glandular tissue, while exophthal- 
mic goitre is due, according to the theory of 
Moebius, to an excess of secretion or of some 
substance which circulates in the blood ani has 
some definite purpose. In the case of myxedema 
it is necessary to give patients the thyroid gland, 
to introduce into their bodies or tissues sub- 
stance they need; and, conversely, in a case of 
exophthalmic goitre it is necessary to take out 
of the body of the individual those substances 
which are poisoning him or her, as the case 
may be. This we may not be able to do, but 
these poisonous substances can be neutralized, 
and the question is how to make the neutraliza- 
tion possible. The easiest way, accoriing to 
Ballet, of Paris, and Moebius was to remove 
the thyroid gland from an animal, and the ani- 
mal would acquire myxedema. By giving blood 
serum to this myxedematous animal, to a 
person with exophthalmic goitre, one would 
simply add minus 1 plus 1 and get nothing. 
That is the way the thing practically works 
out. 

In this case this woman weighed from 22 
to 30 pounds less than she does at the present 
time. She was toxic in the ordinary sense of 
the word. One symptom characteristic of ex- 
ophthalmic goitre is myasthenia. All of these 
individuals are weak. There may possibly be 
some relationship between myasthenia gravis 
and the thyroid gland, or possibly the relation- 
ship is one entirely of the muscles. But in 
this particular_case the woman, who was bed- 
ridden, who had to give up doing housework 
and had to go to a hospital, to remain there 
for weeks in bei, was taken by a visiting nurse 
to Grove House, and is now working there in 
a laundry. She has gained forty pounds since 
she has been in Grove House, and her pulse 
ranges in the nineties at the present time. She 
is working for her living, and can work satis- 
factorily for a time. In addition to the im- 
provement in tachycardia: in addition to the 
gain in weight, and in addition to the gain in 





EXOPHTHALMIC GOITRE—KUH. 81 


rength, the doing away of myasthenia, we out any particular difficulty, and he presumes 
have a very pronouncei effect also in the condi- that in the course of time it will be possible to 

mn of the thyroid gland. The neck has dimin- reduce that still further. 

ed materially in size. The heart also has In regard to the last point which he has 
decreased in size materially. in mind he did not wish to be understood as 

The other case is one very much worse than looking upon these cases as permanent cures. 

s. There is no particular harm in mention- He thinks physicians will all reach precisely 


¢ names. I will say, that Dr. Doering saw the same opinion in regard to serum-therapy in 

is woman and said he could not do any more this disease as they have reached in cases of 
for her. He gave her up. Dr. Murphy saw the myxedema. According to Moebius, and to his 
limited observation in these cases, we have got 
to neutralize the condition; we have got to 
give enough serum to neutralize it, and as we 
go along we will have less and less neutraliza- 
tion to make, so that ultimately we will have 
less and less dosage to give, until finally it will 
be quite easy to run these patients on a very 
limited amount of serum—may be give it to 
them once or twice a week. 


man and gave a similar prognosis. Dr. Her- 
k also saw her, and told her he could do 
thing for her. Dr. Babcock, who saw her, 
it would be impossible practically to do 
ything for her. Why? Because she had 
iched the stage when the heart was giving 
y, when edema was rapidly appearing. She 
i very marked ascites. The girth of the 
vel was 37 inches. Her legs were exces- phe : 
sively edematous. Her heart was a beautiful The possibilities of this method of renteeens 
<ample of delirium cordis. The pulse rate have been exploited in the foreign medical 
ied between 140 and 150; the neck measured J0UFrnals, and those who have read them must 
have noticed the favorable accounts concerning 
rodagen, with dried goats’ milk, which has been 
used so favorably by so many investigators. 
Von Leyden, after some experience with this 
remedy, gives his unqualified endorsement of it. 
It seems to the speaker, with these two cases, 
which were severe ones, with such remarkable 
restoration to health after the use of the serum, 
there can be no two sides to this question, that 
in a well-defined case of exophthalmic goitre, 
the serum treatment affords us very great possi- 
bilities. 


inches in circumference. She was 20 
yvunds under weight, but after the disappear- 
ce of the ascites she gainei 20 pounds. At 

first she refused to take serum, but she was 
finally induced to take it, and took it in doses 
of 2 ec. three times a day, which was after- 
rds reduced to 1 c.c., three times a day, and 
en the serum was abandoned altogether, and 
serum was given. The other case took the 

y serum from the start. She was given 
yreoidectomized serum, or the serum from a 
yreoidectomized horse was injected, and the 
patient grew worse, so that she would have Discussion. 


nothing to do with horse serum. Goat serum Dr. Harold N. Moyer agreed with Dr. Mix 
proved to be her salvation. After taking it that the two cases reported were extreme ones 
iring the winter, the patient was able to of exophthalmic goitre. He does not think he 
me to the speaker’s office, during which time ever saw a more severe case; but he did not see 
Moyer saw her. She had also visited his either of them in the very worst stages, but at 
use on -one occasion, and woull have been the time he looked upon them as cases with very 
the meeting tonight if there had not been a little hopes of recovery. Of three cases of his 
sudden change in the weather. She has gained own that were operated upon, all died. 
something like 20 pounds in weight; her pulse 


As to the word cure, Dr. Mix expressed some 
te at present is about 111. doubt. The speaker did not think it was a good 
There is one thing very important in connec- remark, as cases of exophthalmic goitre got well 
tion with this case, and that is Dr. Mix made a without any treatment. If they recover with- 
diagnosis of absolute, not relative, mitral in- out treatment, they should recover from the use 
sufficiency. Today he does not believe it was of serum some times. There is unquestionably 
there. He believes it was entirely relative. a vicious circle in cases of exophthalmic goitre 
There is one other practical point in regard as in other affections, and if one can improve the 
the method of administration of the serum. physical condition of the patient, can control 
believes there is a neutralization point in the symptoms, he gives the patient a chance to 
ese cases beyond the peradventure of doubt. recover. 
He has proved that in this case. If he gave too Dr. Julius Grinker said it was almost sacri- 
rge doses hypodermically, the woman would legious to break in upon a discussion dealing 
have marked symptoms of cardiac failure which with such optimistic reports on the benefits or 
resembled those of angina pectoris. cures by a new serum treatment. However, he 
They were associated with pain in the arm. thinks it is necessary to sound a note of con- 
e danger of collapse was so great on one servatism. There were pros and cons to this 
casion that the author was telephoned for and subject. Dr. Mix was very enthusiastic over 
rtain stimulants were given at the time, and two cases of Graves’ disease, treated by the new 
ter the dose had been decreased the patient method. Dr. Grinker has seen a case that was 
t along better. On the other hand, he thinks almost as bad as, if not worse than, the bad one 
it one can give too little. In the other case he cited by Dr. Mix, who got well in spite of treat- 
is referred to, the one with ascites, he tried to ment given by various physicians, and the pa- 
duce the dose to ten grains a day. But this tient consulted at least twenty. This patient is 
was too little, as the patient began to get worse now practicing law. From having been reduced 
gain. She would take fifteen grains daily with- to a skeleton and ready for the grave, he had 
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gained in weight and strength so that now he 
was practically well. Dr. Grinker had seen a 
few other cases recover, after they had discard- 
ed all treatment. 

He expected Dr. Kuh would have a series of 
parallel cases to report—so-called control ex- 
periments—in order to show the efficacy of the 
serum, and that those cases would be put upon 
rest—simple rest and the ordinary treatment, 
and then compared with those treated with 
the serum. However, this was not done. He 
believes the benefit derived from the serum 
treatment was due very largely to rest rather 
than to the serum. 

As to the rapid changes in weight in cases 
of exophthalmic goitre, he would say that those 
who have observed cases have seen patients 
lose ten to fifteen pounds within a week, and 
then just as quickly recover them. 

This ability to lose and gain weight rapidly 
is almost pathognomonic for this disease, so 
that a temporary gain in weight is no criterion 
of successful treatment. 

Dr. Grinker quoted from a recent number of 
the Deutsche Klinik, which contains a review of 
Basedow’s disease, its present status in theory 
and practice. The article was written by Eul- 
enburg, who has practiced neurology for forty 
years, and has seen 600 cases of Graves’ disease. 
He sees now about 30 or 40 cases of Basedow’s 
disease annually, according to his own statement. 
In the last few years a number of preparations 
have been heralded broadcast with the greatest 
eclat, heavily advertised, and called by such 
names as antitoxin, antithryreoidin, rodagen, 
Basedowin, ete. A little later thyreoidectomized 
goats’ milk had been used. Quite recently anti- 
th¥reoidin, upon the suggestion of Moebius, has 
been introduced, and Eulenberg describes what 
it is as follows: “It is simply blood sertim taken 
from thyreoidectomized goats about six weeks 
after the removal of the thyreoid gland, and bot- 
“tled up in 10 c. c. vials. Each flask is sold at 
the reasonable rate of six marks. As in the 
course of treatment 4% c. c. doses may be re- 
quired, three times a day, the specific is rather 
expensive. I have tried this remedy in 
a number+of cases, some mild, and some rather 
severe, and have not gained the impression that 
it possesses specific effects, either curative or 
ameliorative. In three out of six cases I have 
noticed dimunition in the size of the thyreoid 
gland, in one where the thyreoid was not very 
much enlarged, to begin with. But I have not 
noticed any change in the cardiac-vascular dis- 
turbances, and if there was any, it was only 
transient. In one case there was even an in- 
crease of the tachycardia, with irregularity of 
the heart’s action, and a great amount of dysp- 
nea. In the other cases every sign of improve- 
ment was lacking.” 

Dr. Grinker says that Eulenberg speaks very 
discouragingly of the operative treatment in this 
disease. He further wished to say that it is nec- 
essary for us to know that so far, even with the 
cases that have been reported tonight, we have 
had no convincing proofs of the efficacy of the 
new treatment; yet it is our duty to try it—try 
it as skeptics,, and not as enthusiasts. In the 
cases that have been cited, the serum has not 
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done very much, perhaps nothing more than th: 
old treatment by means of galvanizing the sym 
pathetic, or the treatment of using anything and 
everything. 

Dr. Moyer stated that he thinks the serum wil! 
be a diagnostic aid, and that whenever a patien: 
does not improve on serum, the diagnosis o 
exophthalmic goitre was probably wrong, an 
after making that statement he says that som: 
of his patients get well without any treatment 
He supposes that every case of Graves’ diseas: 
is benefitted by the serum treatment, but close 
scrutiny reveals only a pious wish. 

He was glad to hear what Dr. Kuh had to say 
at the conclusion of his paper, that he hopes th: 
serum may prove palliative. We all hope so. 

He thinks that Dr. Mix is too enthusiastic, and 
to him he has already replied that he has seen 
as bad cases get well without treatment. 

In connection with the discussion of the sub 
ject of exophthalmic goitre as a whole, the fo! 
lowing may not be out of place: In 1900, D: 
R. Breuer, one of Nothnagel’s assistants, re- 
ported ten cases of either thyreoidism or exoph 
thalmic goitre produced by the administration 
of iodine. These patients had been taking iodine 
for a long time; they were elderly patients 
somewhat broken down in health, and developed 
typical Basedow’s disease. He shows that iodin 
given internally in the form of the iodides or ap 
plied externally may produce exophthalmic goi- 
tre which will persist long after the discontinu 
ance of the drug. The practical point is, tha 
when iodine is administered for a long perio? « 
time the physician should be very careful to ex- 
amine for symptoms of so-called thyreoidism ©: 
Basedow’s disease, which, of course, are no 
identical with the ordinary iodine intoxication 
which is well known. It is claimed that in cer- 
tain regious of Europe, where goitre or ordinary) 
struma is prevalent, patients are more apt t 
develop Basedow’s disease upon receiving iodin 
treatment. Dr. Grinker thinks it would be in- 
teresting to lok for these cases and report then 


Dr. L. L. McArthur said he had learne 
through the industry of those who hai take: 
part in the symposium that the source of th: 
poison in cases of exophthalmic goitre is resi- 
dent in a change in the thyroid gland. Wheth« 
this source be in a perverted secretion or 
hypersecretion in not of great moment. It i 
believed that it is due to the presence in th 
blood of toxic products which produce th 
thyroid symptoms; and then the statement wa: 
made by one of the speakers that this poiso 
cannot be extracted from the blood, but mus 
be neutralizeil. He therefore wished to sa) 
that it can be prevented from getting into th 
blood by the removal of the greater part © 
the thyroid gland, as has been done and fre- 
quently demonstrated, and the number of cur 
is now sufficiently large to be encouraging, s 
that it would be a mistake to convey the impres 
sion that every case of thyroid enlargemen' 
associated wtih peculiar nervous phenomena, i 
necessarily fatal if operated. He thinks ID: 
Moyer has been extremely unfortunate in the 
experience he has had, namely, three deaths i: 
three cases that were operatei upon for well- 


















narked exophthalmic goitre. Dr. McArthur 
made a plea that cases of exophthalmic goitre 
be turned over to the surgeon before they are 
desperately ill or in the last stages of the dis- 
ease. Turning these patients over to the sur- 
geons when they are desperately ill from 
exophthalmic goitre was analogous to sending 
fourdroyant cases of appendicitis to the surgeon. 

According to the most recent literature, 
Kocher, Mikulicz, and others have reported 
favorable results following operations in cases 
»f exophthalmic goitre. 

Dr. McArthur said while surgeons would hail 
with delight any prospect of improvement in 
these cases by the serum treatment or any 
treatment and would welcome it, particularly 
in the desperate cases on which surgeons would 
conclude to operate, he would still say that 
there was sufficient assurance of cure in the 
majority of cases, if taken early, from opera- 
tions. At any rate, a still larger proportion of 
cures could be obtained from early operation 
than could be hoped for from a treatment which 
only aims at neutralizing the septic product of 
the disease. 

Dr. C. C. O’Byrne concurred in the remarks of 
the last speaker. Sometimes there is a single 
nodule in the thyreoid gland, very firm, and 
caused the symptoms of Graves’ disease, per- 
haps as commonly or more so than a diffuse 
enlargement. He cited two such cases, one a 
medical student, who consulted him with refer- 
ence to a small lump on the inside of the neck. 
The symptoms complained of were those of ex- 
treme nervousness, wakefulness, increase in the 
size of the gland, dyspnea on exertion, but no 
exophthalmos, no apparent struma, but at the 
time the speaker saw the patient he had a well- 
marked tremor, pulse 100, and easily excited. 
The single nodule was about the size of a wal- 
nut, situated in the lower part of the thyreoid 
gland on the left side. This nodule was re- 
moved, and followed by relief of all symptoms. 

The other patient, also a student, had a 
uniform enlargement of the thyreoid gland, soft 
and pulsating; pulse exceeded 100. Patient 
was very nervous; had tremor of the hands and 
lips; exophthalmos; disturbance of vision. Pa- 
tient was put on the serum treatment, but no 
improvement in symptoms was observed from its 
use. He operated, removed the nodule, which 
was followed by disappearance of the symptoms. 

He has also operated on a case in which there 
was a diffuse enlargement of the gland, but the 
patient died on the second day following oper- 
ation. 

Dr. Moyer, in closing the discussion, said he 
digi not wish to convey the impression that sur- 
gery was valueless in cases of exophthalmic 
goitre. He simply mentioned the fact that three 
of his operative cases died. These were des- 
perate cases. Surgery is undoubtedly of value 
in suitable and selected cases. 


CHICAGO NEUROLOGICAL SOCIETY. 

A regular meeting was held Feb. 16, with the 
president, Dr. Harold N. Moyer, in the chair. 

Dr. Geo. W. Hall presented a case of idiopathic 

muscular atrophy with bilateral ptosis and com- 
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plete ophthalmoplegia externa, stating that the 
case was a boy aged 11 years who according to 
the mother was perfectly healthy until age 4 
years, when he had scarlet fever followed by 
graiual increasing difficulty in walking. The 
condition of the eyes had never been noticed by 
her. The family history was negative. The 
case approached the Landouzy-Dejerine type of 
the disease but the boy can close his eyes and 
mouth very well. The reaction of the eyes to 
light and accommodation was normal. There 
were no fibrellary twitchings, and the muscles 
responded to faradism. Patellar and radial re- 
flexes were present but decreased. There was an 
absence of sensory and sphincter disturbances. 
Typical method of rising from the floor was 
demonstrated. The chief point of interest in the 
case was the presence of the bilateral ophthal- 
moplegia externa, which was probably congenital 
due to nuclear involvement. 

Dr. L. F. Barker said the case was interesting 
to him as to the exact relation of the ophthal- 
moplegia to the muscular atrophy. If it is pri- 
mary in the eye muscles it is the only case on 
record. The ophthalmoplegia is not a part of the 
general myopathy. The fact that it is so com- 
plete seems to make it very probable that it is 
binuclear. One or two cases of myopia have 
been examined by taking out a bit of the muscle 
and are said to have shown a typical change, 
though but one muscle was paralyzed. Here 
we have complete bilateral. It would hardly be 
supposed that some of the face muscles woubhi 
not be involved, so I lean to the view expressed 
that this is a combination of the nuclear disease 
with the myopia. It may be congenital, or it 
may have followed the scarlet fever. I do not 
think this could possibly be anterior horn dis- 
ease, from the general distribution of the 
atrophy. 

Dr. Harold N. Moyer said it seemed to him the 
distinctions made in these clinical types were 
somewhat involved. In some of these cases 
some muscles will show hypertrophy while oth- 
ers show the opposite, ami it never had seemed 
to him a well founded distinction. In this case, 
as in most others, can be seen two types mixed. 

Dr. Hall added that the boy had had a pneu- 
monia unresolved for some time, and there was 
still evidence of the old inflammation on the 
right side. In these cases it is not uncommon 
to find chest inflammation, owing to the poor 
muscular action. 

A case of intermittent claudication was pre- 
sented by Dr. James B. Herrick. The patient 
had first been seen by Dr. Jacques, tu whom 
credit should be given for the diagnosis. The 
patient is a Hebrew, 38 years old, a peddler, with 
no history of excessive alcoholism, no history of 
syphilis or over-indulgence in tobacco. He first 
noticed something wrong with the foot about one 
year ago, when he had some pain in the sole of 
the foot and noticed that on walking he would 
have some pain in the foot and the calf of the 
leg wouli pain and become stiff and cramped, 
and on walking the right foot would become al- 
most as though dead, and white. Four months 
later a somewhat similar feeling was experienced 
in the left foot. There was the same painful 
sensation on elevating the foot and the same loss 
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of color. If he allows the foot to hang down it 
becomes more or less red, much as in erythro- 
melalgia. Some time ago what he took to be 
little abrasions appeared on the outer and inner 
surface of the right foot. These increased in size 
and there was more or less burning in or around 
these ulcers. Later the nail of the little toe be- 
came affected ani loose and a small ulcer ap- 
peared on the inner aspect of the little toe. A 
few weeks ago in the night he was taken with a 
good sharp pain in the pericardiac region, run- 
ning out into the arm, and resembled in some 
respects angina pectoris. 


The physical examination, with the exception 
of the feet, is practically negative, but the radial 
pulse is small and of low tension. The registra- 
tion is in the right pulse 120 m.m. of mercury, 
and in the left 90, instead of the average of 140. 
No arteries can be felt in the foot. The dorsal 
and posterior tibial arteries cannot be palpated, 
and nothing approaching sclerosis can be made 
out in the radials. Even in bed and quiet, he 
has more or less pain in the foot. The same 
phenomena of paleness and pain in the foot can 
be produced by pressure on the femoral as he 
lies in bed. In walking one of the chief com- 
plaints is the pain in the calf of the leg. The 
case seems to be one of intermittent claudica- 
tion. These cases that have been 
have most of them shown arteriosclerosis, 
both in amputated limbs and in autopsy. 
In this case we make out no _  arterio- 
sclerosis, but in some of the cases of Charcot 
and Erb there was complete absence of pulse in 
the foot, and this patient shows, as do many of 
their cases, either gangrene of the toe or some 
trophic disturbance. The relation between this 
and erythromelalgia would seem to be close. Erb 
in the conclusion of his longest article, about 
five or six years ago, calle] attention to the fact 
that intermittent claudication he would regard 
as angio-sclerosis, that Reynaud thinks it angio- 
sclerosis, that erythromelalgia was a neurosis 
and that instead of a spastic condition there 
was rather the opposite, so that when the foot 
was down the dilators of the vessels, or the con- 
strictors were paralyzed so that increase in 
color and even in temperature of the parts could 
be made out. Oppenheim, it was believed by the 
essayist, callei attention to the fact that there 
was probably a marked spastic condition in these 
-ases, and even Erb, who is inclined to call the 
disease a dysbasia angio-sclerotic, thought the 
same. One must assume a spastic condition to 
account for the bloodless condition and for the 
pain and gangrene sometimes met. An X-ray 

was taken of this foot, thinking to discover some 
sclerotic condition of the vessels, but it was en- 
tirely negative. 


described 


Asked by Dr. Billings as to the effect of the 
dilators, Dr. Herrick sail that nitro-glycerine 
gave him relief from the pain. Perhaps he had 
not been justified in not having given strophan- 
thin, as he had wished the case to be seen as it 
was. Digitalis would be indicated, but it has a 
tendency to contract the vessels. If the heart 
beat could be materially strengthened, it would 
seem that some material good might be derived. 
Erb, in his case, hal a great deal of good from 
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strophanthin as well as the use of warm foot 

baths, electricity and iodines. 

Dr. Mettler asked as to the effect of extrem: 
cold and heat. The patient said he was wor 
in cold weather. Dr. Mettler said he had seen 
the statement some place that the difference ir 
one of the symptoms in arthro. and Reynaud’s 
disease was the difference in the sensations pro- 
duced by extreme cold and heat. In the former 
eold gave the relief, while the reverse was the 
fact in Reynaud’s. 

Dr. Herrick said he mentioned the race be- 
cause Oppenheim is inclined to think the neu- 
rotic element plays quite a part, and he says the 
Hebrew race is notoriously neurotic, and he 
thinks that is why such a large per cent of those 
who have this disease are Hebrews. Erb lays 
great stress on tobacco. Another point, this 
man has a right inguinal hernia, and in one 
case the wearing of a truss was regarded as hav- 
ing something to do with the obstruction of cir- 
culation. The rectum is entirely negative, which 
ought not to be overlookel, as there might be 
pelvic conditions causing obstruction to the ves- 
sels. 

Dr. Chas. L. Mix said it reminded him of a 
case of his own, a man 72 years of age, who had 
chronic interstitial neuritis and a certain amount 
of arterio-sclerosis. It began as this, with pain 
in the great toe, followed by whiteness of the 
toe and ulcers at the inside of the nail. He did 
not lose the nail, but came about as near as this 
patient. In his case the foot was better when 
elevated. The pain was worse at night than in 
the daytime. He liked warmth, and the room 
was kept hot an! clothes heated on an oil stove 
and put on constantly to give relief. The pain 
was intense. At one time the necessity of am- 
putation of possibly the whole leg on account of 
the gangrene which seemed to be approaching 
was considered. He was given nitro-glycerine, 
spartein and antropin. He was on iodide of sod: 
also continuously, and in the course of five 
months made a recovery. He had remained well 
and had no return of his intermittent claw!ica- 
tion. 

Dr. Wiliams asked if there was indication as to 
whether the etiology of the dilatation of the 
heart was myasthenic. The attack of pain which 
was suggested as having been angina might 
have been due to either factor, and the feeble- 
ness of the pulse everywhere is not like the con- 
dition met in cardiac myasthenia, and yet there 
is no condition in the vessels, as far as can be 
seen, to make one think of cardiac degenerations. 
The pathology in this puzzling case may be elu- 
cidated to a slight degree by the treatment. 
Attention was called to a paper by Thompson of 
New York on the effect of different drugs on 
relaxation of arteries, in which most remarkable 
results were secured by small doses of aconite, 
where the nitrates failed. 

Dr. Herrick said his plan was to give stroph- 
anthine to improve the cardiac tone. Erb calls 
attention to the local trauma occasionally pres- 
ent in these cases. One was the case of a well- 
to-do man who about 60 days in the year went 
fishing in the mountains and wadei for hours 
through the cold mountain streams fishing for 
trout. He thought that determined the excess- 
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ive degree of sclerosis in the foot. Dr. Bevan 
had called the essayist’s attention to the fact 
that Dr. Gunn in his lectures, when he would 
meet with a case of Pott’s toe, would refer to 
the fact that “this man complains of the tire in 
his legs, which is the tire of approaching gan- 
grene.” 

Dr. Mix thought the fact that the pain is worse 
at night had some bearing on the etiology, as 
pointing to an increase in pain at the time of a 
decrease in the amount of arterial pressure, and 
the same had occurrei in his case, i. e., the 
maximum of pain at the minimum arterial press- 
ure. 

A case of Ophthalmoplegia with implication 
of the motor branch of the fifth nerve was also 
shown by Dr. Herrick. The patient, 32 years 
old, came to Presbyterian Hospital three weeks 
ago. There is a negative family history, and her 
personal history rather uneventful with the ex- 
ception of a removal of a massof supposed tuber- 
cular glands from the left side of the neck ten 
years ago. She also has had several attacks of 
tonsilitis. The 10th of November of last year she 
worked in a cold room, bending over packing a 
trunk, and took cold. She felt well on retiring, 
but on awakening noticed that she could not 
open the left eye, hai quite a severe pain in the 
left side of the face, the jaws were stiff and she 
could hardly open the mouth. The severe pain 
in the left side of the face lasted some time, as 
did the stiffness of the jaws, but with a relaxa- 
tion of the jaws the pain disappeared but she did 
not again regain the ability to open the eye. She 
has had no difficulty in swallowing, in talking, no 
trouble in seeing out of the right eye; taste, so 
far as she couli tell, was perfectly normal. It 
is to be seen she has a marked ptosis on the left 
side. She can wrinkle the forehead and the 
movement of the facial muscles is perfect. The 
left eye is in a completely immobilized position, 
with the slight exception that when asked to 
look down there seems to be the least bit of a 
motion with a slight rotation—a tiny motion of 
the superior oblique; this has occurred since her 
stay in the hospital. On the first examination 
there seemed to be absolute loss of all motion in 
all the eye muscles. There is complete absence 
of the reflex or contraction of the iris for dis- 
tance and for light. There seems to be a very 
slight consensual reflex. The ciliary accommo- 
dation is entirely gone. With the right eye she 
can read fairly well, sees at a distance, but as 
things come nearer they appear 1iStinet. 
Examination of the retina shows slight pallor of 
the right disc and more marked pallor of the 
left, and Drs. Hotz, Brown-Pusey and E. V. L. 
Brown agree there is some pallor of the disc. 
It was also found the color field was narrow for 
The paralysis of the third, fourth and 
sixth seems to be complete, with the exception 
of a slight power of control over the superior 
oblique. It will be remembered that at the be- 
ginning of the attack there was quite severe 
pain in the left side of her face, seeming to be 
some irritation of the sensory fifth: also diffi- 
culty in opening the jaw, irritation of the motor 
fifth. Now there is loss of power of the motor 
fifth. Sense is perfect. When asked to close 
the jaw the masseter on the right site bellies up 
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fully, but not on the left side. The same is true 
of the temporals. On opening the mouth wide 
there is a little deviation to the left, the whole 
jaw being drawn a little more to that side. 
There is a little sagging of the floor of the 
mouth. There is a trace of albumen in the 
urine. Since the onset of this trouble she has 
had one or two attacks of tonsilitis, but none 
preceding this attack. There was no fever at 
the time of her taking the cold. However, the 
next day after the onset she vomited, and some 
for a couple of days thereafter. 

The lesion would appear to be in the lower 
neuron, either as a multiple neuritis or some 
pressure at the base of the brain as from the 
pons or a nuclear disease—the latter being most 
probable. If it is agreei that she has optic 
atrophy, the question can properly arise as to 
whether she has the beginning of some disease 
like multiple sclerosis and that this is but an 
incident of multiple sclerosis. The knee jerks 
are present and her station is good. 

In discussion of this case, Dr. L. F. Barker 
said that while interested in the case which he 
had been permitted to examine, he was not ready 
to make a full and positive diagnosis, but he 
had ileaS Which he was willing to express merely 
tentatively. Five or six possibilities may be 
thought of. First, some infection or intoxication 
may have caused a nuclear disease or a neuritis; 
the acute onset, the albuminuria, the recurring 
tonsilitis and the fact that she has a little fever 
every day, though the temperature has never 
been higher than 99.8, suggest this. The leuco- 
cytosis amounted to only 11,000. Cases of ptosis 
and ophthalmoplegia something like this have 
occurred after common colds, rheumatism, in- 
fluenza, diphtheria, and tubercular meningitis. 
As the essayist has said, multiple sclerosis has 
also to be thought of, but another thing which 
should be borne in mind is the possibility of 
beginning brain tumor. In connection with the 
possibility of coll and rheumatism, there is a 
case reported by Raymond (1890) of a woman, 
aged 25, who caught cold and had paralysis of 
the left lower facial, then of the twelfth, of the 
motor fifth and sixth, and of two branches of the 
third nerve. Discs normal. Recovery in three 
months. 

Another case is that of Michel (1872), a soldier 
23 years old, who was attacked with pain in tem- 
ples and dizziness: temperature 39.5. On the 
fourth ;iay complete right oculomotor paralysis 
and hyperemia of the right disc; on the seventu 
day, pain in knee. The eye paralysis disap- 
peared in eleven days, the rheumatism went on 
five weeks; the patient ultimately got quite well. 

Of the cases of diphtheritic paralysis, one is 
reported by Futterer in 1896, not dissimilar in 
symptoms to the one before us; there was com- 
plete oculomotor paralysis, followed by complete 
recovery. There is no evidence that the patient 
Dr. Herrick shows has recently had diphtheria. 
And moreover it is very unusual to have in 
‘liphtheritic paralysis any involvement of the 
sphincter of the iris. Besides there has been no 
palatal paralysis in this case. 

Of the influenza cases accompanied by oph- 
thalmoplegias, one case is reported by Gutman 
(1890) with right ptosis and right internal and 
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external ophthalmoplegia and aortic insuffi- 
ciency; and one still more like the case before us 
by Schirmer (1890) in which there was right 
ptosis, prominent eyeball, total right-sided oph- 
thalmoplegia, right pupil rigid to light and ac- 
commodation, the eye-ground normal; vomiting, 
headache andi diminished sensibility in right half 
of face were other symptoms; the tongue devi- 
ated to the right, as in this case, and the masti- 
catory muscles were weak on the right side. 
This case of Schirmer’s is almost identical in 
symptomatology with the case Dr. Herrick has 
just presented except that in the present case the 
optic discs are pale. 

Of the cases of tubercular meningitis which 
have presented similar symptoms, Seitz (1874) 
had complete right oculomotor paralysis coming 
on suddenly, as the first sign of the disease. 
The autopsy eight days later showed the right 
pedunculus cerebri to be red externally and soft- 
ened, and the right oculomotor nerve friable. 
Kahler (1887) had a case of complete oculomotor 
paralysis in a woman of 36; eye grounds normal; 
temperature 38 degrees; slight stiff neck; later 
paralysis of the left seventh nerve. Tubercular 
meningitis found at autopsy. 

Among the recorded cases of multiple sclerosis 
I cannot find a case like this. There are cases 
of eye muscle paralysis reported, it is true, but 
no one at all similar to this symptom-complex 
which Dr. Herrick’s patient presents. 

Certain cases of tumor cerebri in the literature 
resemble closely in symptomatology this case. 
For instance, Sir Charles Bell hai a patient 
with left ptosis, rigid bulb, dilated, rigid pupil, 
anaesthesia and neuralgia of the left side of the 
face, neuroparalytic keratitis, paralysis of the 
masticatory muscles on the left side, left eye- 
sight poor, and temporary paralysis of the 
seventh nerve. The autopsy revealed a tumor 
in the cavernous sinus lateral to the foramen 
for the meningeal extending forward as far as 
the superior orbital fissure artery. In this case 
the 3d, 4th, 5th and 6th nerves were included 
in the tumor and were atrophic. The 2d nerve 
went over the tumor and was gray. It would 
be easy for the chiasm to be affected there. 
A lesion in the same situation could account 
for the symptoms in the Herrick’s case very 
well. 

Turck (1855) had a patient, 34 years of age, 
who 4 months before death suffered from violent 
pain in right supra-orbital region which was 
followed the next day by right ptosis and almost 
complete paralysis of the right oculemotor nerve. 
The autopsy showed a tuberculous dura com- 
pressing the ophthalmic nerve and the right half 
of the chiasm, and there was infiltration of the 
right oculomotor. 

Rosenthal (1886) had a case of left ptosis, 
double choked disc, partial left ophthalmoplegia, 
anaesthesia of the trigeminus, due to a tumor, 
the size of a bean, involving the left gasserian 
ganglion, oculomotor nerve and cavernous sinus. 
sinus. 

Mingazzini reports a case in a man of 30; 
left nosebleed; left tinnitus; left headache; left 
ptosis; and later complete left internal and ex- 
ternal ophthalmoplegia; left pupil wider; vision 
of left eye impaired; paresis of the muscles 


of mastication on the left side of the face, with 
hyperaesthesia of the left side of the face and 
pallor of the left optic disc. Sarcoma from the 
antdum of Highmore, including the turbinateds 
and the left sphenoid bone, infiltrating: the sella 
turcica, and extending toward the clivus. 


The evidence from the literature then is 
in favor of a lesion in this case of Dr. Herrick’s 
in the region of the cavernous sinus, probably 
under the optic nerve involving the motor part 
of the 5th, the 3d, 4th and 6th nerves there. 
Whether a localized meningitis (tubercular or 
other) or a neoplasm I will not attempt to say, 
but I think it most likely one of these two. 

In reply to a question from Dr. Williams 
as to whether in any of these cases there was 
such an acute onset, Dr. Barker said that in one 
the paralysis was sudden and complete at the 
beginning. In some of these cases the tumor 
developed for sometime before any of the acute 
symptoms particularly referable to the nerves 
appeared, and then the nerve symptoms came 
suddenly. Tubercular disease is likely to pro- 
duce a sudden change from the fact that it 
causes thrombosis of the small veins which 
will often result in a hemorrhage, which causes 
the actual paralysis. 

Dr. Herrick called attention to the connection 
of the removal of glands from neck in this case, 
which he had tried to reconcile with the acute 
onset and the utter absence of symptoms pre- 
ceding it. There was no history of lues. 

Dr. Mix asked if there would not necessarily 
be signs of involvement of the ophthalmic divi- 
sion of the superior maxillary division of the 
fifth if the lesion were where Dr. Barker thinks 
it is. They lie in the cavernous sinus and 
tumor.at that point would involve the 6th nerve, 
the 3d and 4th and the two upper divisions of 
the fifth as well as the inferior maxillary as 
it goes through the foramen ovale. 

Dr. Barker said that the cases in the litera- 
ture showed that these could escape. 

Dr. Herrick said she was on antispecific 
treatment now, and the patient said the medicine 
was the same as some she had taken before. : 

Dr. Billings said he had a case like this in 
the hospital, in which there was a left ptosis 
with ophthalmoplegia, and fixation of the iris; 
the ciliary muscles seemed to be normal. She 
had a marked superior orbital neuralgia and 
great tenderness over the left temporal region 
but no other involvement of the 5th. The 
symptoms entirely cleared up under iodides. 

Dr. Moyer had seen a case almost identical 
with this at Bellevue, which was found to be 
osteo-sarcoma. The probabilities, he thought 
were that this case was the same, because if 
due to specific infection it would present other 
features by this time. It was either tubercular 
or a new growth. 

A cured case of myasthenia gravis was pre- 
sented by Dr. Harold N. Moyer. The case had 
been shown to the society in October of 1902, 
when all had agreed that it was a true case 
of myasthenia gravis. Dr. Moyer had first seen 
the case in August of that year, when he had 
been sent to him by Dr. Pusey, whom the patient 
had consulted on account of trouble with his 





know 


CHICAGO NEUROLOGICAL SOCIETY. 


He could not focus the two eyes and had 
drooping lids. Subsequently his weakness ex- 
tended to his arms and to his legs, so that he 
was shortly spastic all over. He was worst 
from about the 15th of December 1902 until the 
10th of February, 1903. He could not completely 
dress himself during that time and was almost 
helpless. He could not eat solid food, which 
he could neither masticate nor swallow. He 
could walk about the room but could not get on 
his feet without assistance. His improvement 
when it began was slow, but steady. He seems 
now as well as ever, but has slight weakness 
in fingers in the way of grasp, the dynamometre 
showing 15 with one hand and 30 with the other. 
The legs are all right and the vision is all right. 
The eyes did not move from the middle of 
August 1902 until the middle of February 1903. 
The amelioration of his symptoms began 2 years 
ago and he has considered himself well for a 
year and a half. He walks from a mile to 
three miles every day, and could easily do five 
miles a day. He can now use the typewriter, 
which he had been obliged to give up. He has 
no sensory symptoms. When the patient was 
snted he had the general symptoms of coated 
1e, and general failure of elimination, but 
* any rise of temperature. He hai every 
‘tom of typhoid fever without the fever. 
have all passed away. At one time during 
lIness he had trouble with breathing which 
ttributed to some treatment he was using. 
ould not get out of his chair, and had to 
or help. Dr. Moyer had made a diagnosis 
yasthenia gravis from the symptoms when 
to him by Dr. Pusey. He had shown patel- 
flexes, but these would soon exhaust, one or 
strokes being all that could be elicited. He 
1oticei improvement in February, exercised 
t the house until April, when with the as- 
ice of a friend he tried to get a few blocks 
barber, shop, but had to stop and lean on 
ence for support after going a short dis- 
In July he had gotten so he could go 
d without assistance. The treatment given 
rr. Moyer had been nitrate of strychnine. 
. Billings asked if it were surely myasthe- 
eravis, and if there were records of cases 
i in so short a time. 

Moyer replied that no one who hai seen 
ise had a doubt of the diagnosis. While 
had ben reported cured, none had been re- 
i cured for so long a time. He was so bad 
¢ the winter that it was not expected he 
i live through the summer. A prety fair 
tion could be elicited for one or may be two 
and then would go right out. Asked as 
nasal smile, it was said this did not exist, 
but the features were mask-like, a fixed, ex- 
pressionless look, and the eyes did not turn. 

He would look about by moving his head. 

Dr. Julius Grinker presents a case of pachy- 
meningitis cervicalis hypertrophica, simulating 
syringomelia. 

Case.—J. W. B., aged twenty-six, male, col- 
cred, single, electrician, came under my observa- 
tion Jan. 28, 1905. His father died by accident at 
the age of forty-seven; his mother died of an un- 
known cause at the age of twenty-two. ‘He was 
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the only child. The grandparents reached old 
age. No tuberculosis, carcinoma or nervous dis- 
ease are found in his family record. His habits 
were always good. He never drank, nor smoked 
to excess. Of venereal diseases he had a mild 
case of gonorrhoea, but never syphilis. 


The patient was well up to the age of twenty- 
one, at which time he developed dysentery while 
serving as a volunteer in the Spanish-American 
war. One year later he was sick with typhoid 
fever and cerebro-spinal meningitis. He states 
that during the acute stage of his illness he suf- 
fered from fever and stiffness of the neck mus- 
cles. For a period of thirty days he had pains in 
his back, left leg and left arm. The pains were 
sharp and shooting, like neuralgia. When, at 
the end of the month, they had entirely disap- 
peared, he entered a period of ill health which 
lasted about three months. During this time he 
was weak and unable to work. Within four 
months after the beginning of the disease he 
could resume his usual occupation, and boasts 
of having been able to carry a sewing machine 
up a flight of stairs. Even at this time he com- 
plained of one symptom that annoyed him since 
the termination of the acute stage of the disease, 
namely; that the sudden turning of the head 
would regularly cause him to become dizzy. 
This symptom lasted until two years ago. 

About four-and-a-half years ago, that is, about 
one year after this attack of typhoid fever and 
meningitis, he experiencei a peculiar feeling 
in his left had and left leg which he described 
as a “tight, sleepy feeling,” which was accompa- 
nied by muscular weakness which gradually 
grew worse. On the left lower extremity this 
paresthesia involved the foot and the leg to half- 
way between the ankle and knee. Five months 
later the right hand became similarly affected. 
He never experienced any abnormal sensations 
in the right lower extremity. One year after 
the onset of the paresthesia the right hand im- 
proved, but the left-sijed numbness continued. 
There was in addition a dragging sensation and 
weakness of the back and left leg, which was 
always worse when the patient walked up a 
flight of stairs. In September, 1901, while the 
patient was marching with his regiment, he 
was unable to obey his officer’s command for 
“quick-step,” his feet seemed to stick to the 
ground. 

In 1902 the muscular weakness in both hands 
became more pronounced. For the past two 
years he has been unable to raise his hands over 
his head, ani he noticed that his shoulder girdle 
had become very weak. 

Two years ago the patient scalded his left 
hand with hot water, which he did not feel but 
which blistered his skin considerably. The 
vesicles disappeared after a time, but new crops 
of vesicular eruptions continued to come, which 
were rather slow in healing. 

Bladder disturbances began very early in the 
disease and have continued ever since. He can- 
not hold his urine very well; if he fails to empty 
his bladder frequently, there is an overflow of 
its contents. Constipation and sexual indiffer- 
ence amounting to inrpotence began at the same 
time, although up to one-and-a-half years ago 
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he still had desire but no power. Now even his 
sexual libido is in abeyance. 

The weakness in his hands and his left leg 
and foot, which has been diagnosed by various 
physicians as hemiplegia, lead paralysis, multi- 
ple neuritis and hysteria, has of late entirely 
disabled him from following his occupation. Of 
his sensory disorder he is entirely ignorant and 
it is chiefly on account of his trophic disturbance 
that he seeks our advice. 

Status Praesens. The patient is a well-nour- 
ished boy, of about five feet six inches in height, 
and about 145 pounds in weight. His gait is 
somewhat spastic, but his left side is worse, 
resembling very much hemiplegia. The left 
hand is the seat of trophic disturbances. Upon 
the dorsum are seen two large blebs and a gen- 
eralized puffiness with oedema. The third and 
the little fingers present deep ulcerations on 
their dorsal surfaces, which are fully two inches 
long. Eviience of former vesicular or pustular 
eruptions are seen over various portions of the 
body. The face is symmetrical, the palpebral 
fissures are of equal size; the pupils are equal 
and react well to light and accomodation. There 
is no abnormality of the eye muscles, no nystag- 
mus, no optic atrophy, nor optic neuritis. The 
tongue does not deviate. The right hand shows 
a considerable flattening of the palm and some 
wasting of the extensors on the dorsum. Flexion 
and extension, adduction and abduction of the 
fingers are still possible, but below normal; 
in the wrist flexion and extension are very weak. 
The left hand is almost paretic, and atrophies 
cannot be seen on account of its puffy condition. 
Flexion, and particularly extension of the wrist, 
are greatly impaired. In the left foot dorsal 
flexion is almost impossible; the muscles are 
atrophic. Although the patient considers his 
right foot perfectly norwal, a similar weakness 
and atrophy of muscles is observed, which is less 
marked than on the ‘left side. The lower ex- 
tremities appear spastic upon passive motion. 

The left thenar and hypothenar eminences 
are rather soft and flabby, the lumrical ani in- 
terossei muscles are extremely weak. The left 
triceps has almost entirely disappearel. The 
right triceps is present, but weak. In the right 
hand pronation and supination is possible but 
below normal. Supination is impossible in the 
left hand. Wrist extension on the right side is 
slightly reduced; on the left side, impossible. 
The pectoral muscles appear atrophied in their 
upper portions; adduction of the extended arms 
can be easily prevented. The deltoiis, anterior 
and middle portions, are well developed, but the 
posterior portion is defective .bilaterally. The 
upper portion of the trapezius muscles is bilat- 
erally well-developed; part of the middle and 
the entire lower portions are defective. The 
serratus magnus has completely disappeared on 
both sides. The paralysis becomes very marked 
upon an attempt to abduct the arms, or to raise 
the arms above the horizontal position, which 
later is entirely impossible. When the patient 
attempts to extend the arms forward the scapu- 
lae project wing-like from the thorax, so that the 
observer can place his hands between tihe sca- 
pula and thorax. When the arms are extended 
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outwards, the inner borders of the scapula 
touch. 

An electrical examination of the weak mus 
yields response to both currents, but the qu 
tity of current required for some of the mus 
is enormous. Besides the quantitative char 
I have been unable to detect either the par 
or complete reaction of degeneration in an) 
the muscles, and it goes without saying 1 
there is no response over muscles that have 
tirely disappeared. The palpable nerves 
not enlarged. 

Reflexes. The superficial reflexes are pres 
and of normal intensity, with the exceptio: 
the scapulo-humeral bilatterally and the 
plantar reflex, which cannot be elicited. Of 
deep reflexes, those for the upper extrem 
are abolished, the knee-jerks and Achilles jx 
are equally exaggerated. Babinski and Op; 
heim signs are absent. There is no tremor 
a flickering in the affected muscles can 
plainly seen. There is no ataxia of station 
of gait. 

Sensation. The tactilo sense is involved 
certain areas. The dorsum of the left hand is 
tirely anesthetic, otdher areas are hyperesth« 
that is, the lightest touch with a wisp of ec 
cannot be felt, but a touch with a coarse ob 
such as the finger or test-tube, will be perce 
The sense of position is approximately nor 
The pain sense is disturbed. The tempera 
sense was tested by means of test-tubes 
with hot and cold water. 

In a general way the disturbances of the t 
perature sense, both for heat and coli, are fi 
in the same areas, although there is greate: 
turbance for heat than for cold. 

Vasomotor disturbances are not 
perhaps because the patient is colored. 

This corresponds in many phases with sy) 
omyelia. The tactile sense is slightly invo 
or not at all. Some will no doubt still claim 
is syringomyelia. That has the trophic dist 
ance, the motor disturbance, but we know s 
Charcot described his disease that we ca! 
the picture from compression. That is wh 
now called meningomyelitis. In pachymé 
gitis cervicalis hypertrophica it is usually s 
that there is spasticity of the lower extren 
bladder involvement, rectal disturbance and s 
ual disturbance, but no atrophy, showing 
some portion of the cord lower down must 
been involved. I believe that we have to 
with meningomyelitis which began in 1900, 
through three typical stages, a painful stag 
stage of ill health and the last stage of as 
ing and descending degeneration. His re! 
are all gone in the upper extremities. He 
great deal of spasticity and a degree of ankie- 
clonus, but not well marked. The Achilles jer 
is very proscribed. His sphincter reflexes 
present below but not above. No Babinski and 
no plantar reflex. The Gordon reflex is 0! 
tained, but the essayist is not sure of its relia- 
bility. He has the peculiar sensory disturbance 
the trophic disturbance, pain, and no history of 
syphilis, no tuberculosis in family, slow onset 
three periods, bladder disturbance, sphincter dis- 
turbance. I think it is pachymeningitis cervi- 
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volved, neither were there fibrilary tremors cor 
case of chronic meningomyelitis. Strobe takes changed electrical reactions. The movements 
decided stand against the former. Says it is have sometimes thrown patient from his seat. 
tt always confined to the cervical region, there They were not present during sleep. The pa- 
is not always a hypertrophy. The author thinks tient appeared mentally depressed. 
many of the cases reported as syringomyelia 
will, 


on close examination, be found pachymen- 
ingitis cervicalis hypertrophica. The eye seems 
perfectly normal. The sensation of the bladder 
is fullness, and he knows he has to pass water, 
consequently there cannot be anaesthesia there, 
but there is incontinence. He never passes 
water if he can help it. The sphincter symptoms 
in connection with the other are explained by 
the compresson of the cord below the cervical 
area. It is known that the fibres come from 
above. There is secondary degeneration of 
rything below, therefore we get a spasticity, 
exaggerated reflex because the pyramidal tract 
been involved in a myelitis and one beyond 
the cervical region. In Charcot’s disease there 
is a period of irritation, and after that a period 
of degeneration, followed by anaesthesia. 
Dr. Barker asked as to the patient having been 
in the tropics. Dr. Grinker said he had been in 
In leprosy the anaesthesia 


Cuba. 


appears in 
patches and never in glove shape as in this case. 
In leprosy there is no exaggerated reflex. There 
is not a symptom of anaesthetic leprosy. He 


has no sign of it, and then the face is always in- 
volved. 

Dr. Moyer said he saw nothing in the case in- 
sistent with anaesthetic leprosy as he under- 
stood it. The root symptoms, the meningitis, he 


Grinker said this argument was sound, but 

most of the books say that in that case the 
inaesthesia occurs in patches. 

Dr. Barker asked how the glove patches were 
ciled with root lesions or cord lesions. That 
been given as belonging to the segmental, 
hat we cannot answer. 


las 


and 


Dr. Grinker said that in the meaning of the 
German word, this could not be reconciled, but 
in t meaning of the French word, “Segmen- 
taire’ it was. 

Myo-Clonus Multipled. : 


This case was presented by Dr. O. M. Steffen- 
son, who stated that the 


patient was a male; 
aged 26; married; born in United States. The 
family history was completely negative. Pa- 


tent had suffered from measles at six years of 
and had made good recovery. He had been 
engaged in prize fighting from his 17th to 21st 


year of age. Five years ago he fell on his back 
from a scaffold 15 feet high, but apparently sus- 
tained no severe injuries, going back to work 
Within 


a few days. Ten days after the accident 
e noticed tremors in the arms, legs, éyelids and 
various skeletal muscles. These tremors or 
clonic contractions were bi-lateral, varying in 
amplitude and frequency, averaging about 90 per 
minute and appearing intermittently. They may 
‘ome spontaneously, but usually from some vol- 
utary act, such as mastication, yawning, etc. 
This condition was more pronounced on the left 
side; the sensation was perfectly normal, the re- 
flexes somewhat increased, especially on the left 
side. There was no weakness of any muscles in- 
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ealis hypertrophica simulating syringomyelia or 
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A regular meeting was held March 6, 1905, 
the 



































President, Dr. L. L. McArthur, in the 
chair. 
Dermoid Cyst of Lung. 
Dr. Nicholas Senn reported a 


case of der- 
moid cyst of the lung, saying that thus far there 
are only sixteen cases on record. This 
unusual and very rare surgical affection. 
patient, C. 




















is an 


The 
R.. a male, aged 23, American, un- 
married, a railroad man by occupation, entered 
the out-patient department of the University 
Hospital, Michigan, July 19, 1904. The case was 
very carefully studied there, and a history of 
it very accurately reported by the attendants 
at the clinic, and particularly by Dr. Roger 8S. 
Morris, to whom Dr. Senn indebted for a 
complete history of the case. When the patient 
errtered the Presbyterian Hospital, Chicago, the 
speaker had no idea that had been 
thoroughly studied. The history of the 
as related by Dr. Morris is as follows: 
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The patient entered the University Hospital, 
July 19, 1904, when I first saw him with Dr. 
Ellis. From certain points in the history, which 
will appear presently, together with the result 
of the physical examination, I diagnosed the 
condition probable dermoid cyst of the 
thorax, though unaware at the time of similar 
cases. 
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The patient, a resident of a neighboring 
town, was unable to remain at this time, but 
was advised to return. This he did. On July 

1904, he was admitted to the medical ward, 
and the following history was obtained: 

On admission the patient complained of 
cough, expectoration of large quantities of foul- 
smelling sputum, and hemorrhages the 
lungs. 

Family History. Father is living and well 
Mother has had “stomach trouble” nearly all 
her life, but is in good health at present. The 
patient has two brothers and three sisters who 
are alive and well. An aunt on the father's 
side died of “hemorrhage of the lungs and 
dropsy;” nothing more definite is known of her 
case. Otherwise the family history is negative. 

Personal History...As a child, 
was very well. He had measles, 
and a mild attack of diphtheria or tonsillitis. 
In all instances recovery was uneventful. At 
the age of 12 the patient had a diarrhea which 
persisted for about a year. Since then the 
patient has enjoyed good health until the onset 
of the present trouble. 

History of the Present Disease. About nine 
years ago (eight years, according to out-patient 
history), that is, about the time of puberty, 
the patient had a severe attack of pneumonia 
on the left side, followed by a feeling of tight- 
ness across the chest and pain on breathing. 
The latter was localized to an area about the 
size of a hand in the precordial region. Prior 
to the attack of pneumonia the patient says 
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the patient 
chickenpox, 
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he was struck over the heart by a drunken man, 
and ascribes the pneumonia which soon followed 
to the blow which he received. Between the 
time when he was struck and the development 
of the pneumonia, he had severe neuralgic pains 
in the region of the heart and in the left 
shoulder. A year later the patient had another 
attack of pneumonia, which lasted about eight 
weeks. During a coughing fit, a large quantity 
of “pus” was coughed up at one time (“over 
one quart.”) The “abscess” or “empyema” dis- 
charged three times in the next three or four 
days. The patient describes the so-called pus 
as a “yellow, semi-fluid material.” After rais- 
ing this material, the patient became much 
better, but has coughed and expectorated a 
good deal ever since. Four years ago the pa- 
tient had a very severe hemorrhage from the 
lungs, and since then he has had one about 
every six months. The last one occurred just 
before the patient returned to the hospital. At 
times the hemorrhages amount to about one 
pint. During the last three years the patient 
has noticed a “rotten” odor to the sputum. In 
March, 1904 he went to Colorado for his health. 
He was examined by a physician, and told that 
he had empyema. Operation was advised. This 
the patient did not submit to. No tubercle 
bacilli were found in his sputum at this time. 
For some time the patient has coughed up hairs 
in his sputum; these are from one to six inches 
long. Since last March there has been some 
soreness over the right side of the chest. Ex- 
pectoration is much more profuse when the 
patient is lying down. He has not lost weight. 


Status Praesens, July 29, 1904. Tempera- 
ture has been normal since admission, respira- 
tions 20, pulse 72, regular, of fair size and ten- 
sion. No palpable thickening of the arteries. 
Patient looks very well nourished. Active dor- 
Build rather short 


sal position. Mind clear. 
and stocky; strong frame; panniculus fair. 
Muscles well developed and rather soft. The 


skin is of good color, smooth, dry, and elastic. 
No edema of ankles. There are no stiff joints. 
Lymph glands about left clavicle and behind 
left sterno-cleido-mastoid are slightly enlarged; 
otherwise negative. 


Expression is negative. Pupils are equal, 
react well; sclerotics are clear, slightly bluish. 
Conjunctivae and lips are of good color. Teeth 
are in fairly good repair. The tongue is large, 
clean and moist. Examination of neck negative. 
Thorax is well formed, rather large. The left 


side seems slightly fuller than the right. The 
epigastric angle is about a right angle. Expan- 
sion is rather small, slightly less on the left 


side, especially on deep breathing. The differ- 
ence is more noticeable in the lower part of the 
thorax. The clavicles are equally prominent. 
On percussion the apices are of equal height 
about one and one-eighth inch above the clavi- 
cles. Above the second rib the percussion note 
is the same on the two sides. Below this level 
the note is somewhat hyperresonant on the 
right, with relative dullness throughout the left 
front, the upper border of the relatively dull 
area sloping downwards and backwards into 
the left axilla. Traube’s space is clear. There 
is no absolute liver dullness. The lung liver 
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border is on the sixth rib in the right nipp 


line; it extends straight around. The lu 


ne 


descends to the seventh rib on deep inspiratio 


Auscultation above the 


right ‘clavicle giv: s 


rather harsh vesicular breathing, with fair 
high-pitched sybilant rales on inspiration; b 
low the clavicle throughout the right side the 


is moderately strong vesicular with no adve 
titious sounds. Above the left 
breath sounds are obscured by sonorous bron 
which are heard both on inspiration and 
expiration. Below the left clavicle there 
harsh vesicular accompanied by dry rales 
medium pitch, the vibrations of which can 
felt on palpation. Below a line drawn from 
anterior axillary fold to the left nipple 
vesicular is very weak, and toward the end 
inspiration a few crepitant rales are he: 


elavicle t 


1 


i 


The ausculted spoken voice is slightly weake: 


between the second and fourth ribs on 

left; vocal fremitus unaltered here. Posterio 
the apices are of equal height on percuss 
Below the level of the spine of the eighth do 
vertebra there is relative dullness on the 

side; this is continuous with that previo. 
described in the axilla. In other respects | 
cussion of the back is negative. The ur 


v 


border of relative dullness does not move vy 


change in position of the patient. Ausculta 
reveals fair vesicular throughout the right | 
and on the left back down to the dull a 
where the vesicular is weak and distant. |! 
toral fremitus is slightly weaker on the left 
over the same area. Auscultation of the sp 
voice is negative behind. The apex of the h 
is best felt in the fourth intercostal spa: 
the nipple line. At the beginning of the 
amination a pulsation was seen in the s« 
and third interspaces, which was forcible en 
to be palpated. Absolute heart dullness b: 
on the fourth rib and extends outward t 
apex; on the right it extends to the left st 
line. The relative heart dullness canno 
separated from that obtained over the left 

The heart sounds are moderately strong 


clear. The second pulmonic is reduplicated 
accentuated. Abdomen is on a level wit! 
ribs. It looks natural. The walls are 
resistant, making palpation difficult. §S 


and liver are not felt. Percussion is neg 
Leucocyte count, 9,256 on July 27, 1904. 
examination was negative. Sputum wa 
amined July 31, 1904. The color was w! 
gray. Sputum had a foul odor, like tl 
“bad” eggs. It separated into three |! 
No tubercle bacilli were found; no elastic ' 
Later a hair was found in the sputum. F 
scopic examination shows a slight s 
throughout the left side above. Below th: 
of the eighth dorsal spine and extendi 
about the level of the eleventh dorsal t! 
a diffuse dark shadow, as dark as that fro 
liver. The entire might side is clear. A 
graph was taken; unfortunately the m 
was poor.” 

Dr. Senn stated that this clinical 
was very full and accurate, and corres} 
exactly with what he had found on care! 


amination of the patient repeatedly afi! 


entrance to the Presbyterian hospital. T 
tient coughed up during his residence 
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yspital for a number of weeks six or eight 
hairs. These hairs were very thin, lighter in 
jor than the hair of the scalp, and varied in 
ength from one to six inches. Sometimes, 
hen patient expectorated these hairs, he felt 

certain sensation which he referred to the 
base of the heart. Expectoration, at times, had 
been very copious and fetid. The patient’s 
general condition was excellent. There was no 
wasting, no cachexia, hence any suspicion of 
tuberculosis could be abandoned without giving 
the chest a careful examination. He had made 
use of the X-Ray in this case, and the skia- 
graph exhibited corresponded to what Dr. Morris 

i described in the clinical history. From the 
clinical history, the character of the sputum, 
the general condition of the patient, there was 
no difficulty in making an absolute diagnosis 

dermoid cyst communicating with the lung. 
He resorted to a surgical operation for the pur- 
pose of exposing, if possible, and removing the 
lining membrane of the dermoid cyst. Clinical 
records showed at the present time almost in- 
variably that these cysts had their location in 
the anterior mediastinum at a point correspond- 
ing with the location of the thymus gland. 
This was their favorite primary location. He 
therefore aimed in operating upon this patient 
to expose that portion of the mediastinum 
which is most frequently the seat of dermoids 
of the lung. He made a T-shaped incision, 
which remained well-defined by the scar which 
followed as soon as the wounds had healed, 
largely by primary intention. He made a 
transverse incision directly over the manubrium, 

d a vertical incision over the center of the 
sternum. As he wanted to trephine the manu- 
brium at a point corresponding with the loca- 
tion of the thymus gland, he made another or 
second opening two inches lower down, after 
reflecting the cutaneous flap and periosteum, 
which were separated from the sternum, and 
united these trephined openings by the use of 

chisel, thus making an opening more than 
two inches in length in its vertical diameter, 
exposing freely that part of the anterior medi- 
istinum which was generally the seat of dermoid 
cysts. The moment he opened up the anterior 
mediastinum by cutting through the posterior 
layer of the periosteum, air entered forcibly. 
Hemorrhage was quite profuse. He enlarged 
the opening to correspond with the size of the 
trephine openings, and this exposed freely the 
anterior mediastinum. Owing to profuse hemor- 
rhage, he packed the large wound with iodoform 
gauze, and allowed the gauze tampon to remain 
for five or six days, when it was removed, and 
when he anticipated, in all probability, he would 
find the remains of the dermoid cyst in the 
expected location. In this, however, he was 
disappointed. In removing the tampon he 
found that the entire part of the anterior medi- 
astinum which was exposed lined fairly well 
with granulations. He proceeded to explore the 
floor of the wound with the probe, but no trace 
of the dermoid cyst could be found. The opera- 
tion had not influenced the clinical course of 
the disease. Before resorting to operative 
measures, and knowing nothing about the previ- 
ous history of the case, for the purpose of locat- 
ing, if possible, the dermoid cyst accurately, he 
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resorted to exploratory punctures. He found, 
as did Dr. Morris, an area of dullness corre- 
sponding with the upper segment of the sternum 
and at the base of the heart. He explored about 
an inch and a half from the left margin of the 
sternum and a little above the base of the 
heart to the depth of three or four inches, resort- 
ing to aspiration, gradually withdrawing the 
needle, but the result was negative. He found 
likewise a limited area of dullness which cor- 
responded with the intrascapular region, that 
is, between the spinal margin of the scapula and 
the transverse process of the spine. In this 
locality he punctured, but with a similar nega- 
tive result. The patient coughed now about 
the same as he did before the operation, so that 
the question arose as to what was to be done 
in the future. He exhibited the patient with 
a view of asking the advice of the members of 
the Chicago Surgical Society as to the course 
to be pursued in the future. He could do noth- 
ing more with the anterior mediastinum. The 
patient had a slight area of dullness extending 
over the base of the heart, with a similar area 
of dullness on the posterior surface of the lung. 
He thought he had to deal here with an excep- 
tional case. In nearly all, if not all, cases of 
dermoid cyst of the lung it was found to take 
its origin in a location corresponding with the 
thymus gland. That part of the mediastinum 
had been thoroughly explored. Nothing was to 
be gained by repeating the operation in that 
locality. He took particular care to use a probe 
in all directions in search for a possible sinus 
communicating with the supposed original seat 
of the disease. 

The question arose now, should he resort to 
costal resection at a point to which the patient 
referred his difficulty, namely, above the base 
of the heart, or should he, in view of the fact 
that distinct physical evidence of pulmonary 
complications, or, at least, pleural thickening 
over the posterior aspect of the chest had been 
found, operate in that locality? He had kept 
the wound open for a number of weeks with a 
view to studying repeatedly the condition of 
the anterior mediastinum, which was exposed 
by the operation. The arch of the aorta could 
be seen in the lower part of the wound. The 
operation wound had now completely healed, 
yet the patient was in the same condition as he 
was before operation. 

Dr. Senn passed around some of the hairs 
which the patient had expectorated at irregular 
intervals. One of the hairs measured six inches 
in length. 

He also reported cases of (1) echinococcus 
cyst of the lung; exploratory puncture; rupture 
of cyst. (2) Dentigerous tumor of superior 
maxilla. (3) Ligation of internal and excision 
of external carotids for malignant disease. (4) 
Disarticulation at the hip joint for sarcoma of 
femur and tubercular endovaginitis. (5) Ex- 
tensive plastic of the face after operation for 
carcinoma of the orbit, nose and face. (6) 
Rectoplasty for extensive traumatic defect. (7) 
Scar carcinoma in the region of the great tro- 
chanter. (8) Fracture of humerus with pos- 
terior dislocation of upper fragment. (9) 
Secondary suture of ulnar nerve after gunshot 
injury. 
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The Surgical Treatment of Chronic Muco- 
Membranous and _ Ulcerative Colitis; with 
Special Reference to Technique. 


Dr. J. E. Summers, of Omaha, 
paper on this subject by invitation. 
first discussed chronic primary 
primary membranous colitis, and 
colitis, and reported cases. 

After referring to the work of Keith, W. Hale 
White, Deaver, MacEwen, Cannon and Lane, 
the author stated that in order to cope success- 
fully with the different kinds of colitis the sur- 
geon must, in so far as possible, be able to 
differentiate the and apply the surgical 
procedure to fit the cause. This is rather new 
surgery, but has a field of usefulness. Any form 
of colitis which has resisted careful medical 
treatment must be studied with a view of deter- 
mining the cause and the reasons for the per- 
sistence of the cause. For surgical convenience 
he recognizes three kinds of colitis: (1) The 
inflammatory, due to the effect of some specific 
organism—an inflammatory disease commenc- 
ing in, and mostly confined to, the colon. (2) 
An inflammatory condition secondary to an in- 
flammation or derangement of function of the 
vermiform appendix. (3) An inflammation in- 
duced by mechanical interference with the per- 
istalitic, and more especially the antiperistaltic 
waves of the colon. 

The surgical treatment of colitis, if carried 
out in recognition of these causes, will be suc- 
cessful. To be successful, the type of opera- 
tion must be selected with a view to meeting 
the pathology. It will not do to confine 
self in all cases to a right inguinal colotomy. 
This may have done for the class of cases for 
which it was first selected, but even in this 
class, which the author designates the bacterio- 
logical, the artificial valvular fistula operation 
suggested by Gibson of New York has many 
advantages, not the least being the annoyance 
of a large open fistula, and the inevitable loss 
of weight and strength which always follows 
the free external discharge of chyme as it 
comes direct from the ileocecal orifice. In his 
experience with the appendicular forms of coli- 
tis, there are two varieties—first, and most 
common, the explosive form, which is recognized 
in the first few hours by intense general abdomi- 
nal pain, with tenderness over the appendix. 
In from six to twenty-four hours dysenteric 
symptoms develop, which may last some days, 
and then gradually persist with 
moderate symptoms for several weeks. These 
attacks recur. The other form 1s of the kind 
described by Deaver. In the first kind the re- 
moval of the appendix is all that is required, as 
has been so in three of the author’s cases. In 
the neurasthenic type of Deaver not only should 
the appendix be removed, but the Gibson cecal 
fistula ought to be established—the long-con- 
tinued interference with cecal and _ colonic 
digestion by the abnormally functionating ap- 
pendix has brought about changes in the mucosa 
of the colon that can only be cured by the rest 
and local treatment afforded through this fistula. 
If these simple means will not bring about a 
cessation of the discharges, and the impaired 
health which always accompanies them, then 
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something further must be done. The colo: 
must, in greater or less part, be excluded fro: 
the process of intestinal digestion and the fun 
tion established gradually by the small intes 
tine and the remaining portion of the colo: 
Operations for exclusion have undergone a re- 
markable evolution. 
Drainage in Diffuse Septic Peritonitis. 

Dr. Van Buren Knott, of Sioux City, Iow 
read a paper by invitation on this subject, 
which he drew the following conclusions: (1 
Operations for diffuse septic peritonitis shoul 
be made as quickly and with as little manipul 
tion as is compatible with thoroughness. (2 
Evisceration, partial or complete, greatly in- 
creases shock and the prospects of a fatal re 
sult. (3) The general use of clean hot wat 
will most thoroughly cleanse the infected cavit 
with the least traumatism. (4) Drainage i 
simplified by collecting the peritoneal fluid ; 
one point where drains may be easily placed 
The elevated head and trunk posture follows 
by the gravitation of fluid to the lower pelvi 
best accomplishes this. (5) Results following 
the surgical treatment of diffuse septic perito 
nitis will be improved should each individua 
operator adopt some definite form of procedur 
in such cases which, being well understood b) 
operator and assistants, may be methodically 
speedily and thoroughly carried out. 

These two papers were discussed jointly. 

Dr. M. L. Harris said his experience as to ex 
clusion of portions of the intestine had alway 
been limited to exclusion with drainage into t! 
intestine. He has resorted to this method i: 
several cases in which the cecum and ascending 
colon were involved, and always with success 
He has always made use of the method of di- 
viding the ileum and transplanting it into son 
portion of the colon distant to the trouble whic 
he sought to relieve. The colon was always lef 
free, so that it could drain. He believes this i 
an essential feature, and thinks that complet 
exclusion of any portion of the intestinal tra: 
should never be undertaken. 

Dr. Jacob Frank said, with reference to exclu 
sion of the bowel, in some of the cases report 
before the Society, it was demonstrated that i: 
that part of the bowel which was excluded ther 
were masses formed from the secretions or ex 
cretions from the mucous membrane. Thes 
masses consisted of small balls of cheesy sul 
stance, filling up the excluded bowel. He do 
not think it is safe to close up both ends, as |! 
has demonstrated this in dogs. He has spe 
mens at home of these cheesy masses which |! 
intended to exhibit at a future meeting of t! 
Society. 

As to Dr. Knott’s paper, he had tried t! 
method mentioned by him, and in two cases 
diffuse septic peritonitis he filled the abdom: 
with salt solution, put the patients in the Fo 
ler position, and used glass drainage tubes, si 
ting the patients up in bed with a back res 
and both recovered. 

Dr. Daniel N. Eisendrath showed the phot 
graph of an apparatus which has been in us 
in the Michael Reese Hospital for the past t\ 
or three years for the treatment of cases 
diffuse septic peritonitis. This apparatus h 
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advantages over using tables, chairs, etc., as one 
an more accurately get the Fowler position. 
It is an advantage over propping up of the pa- 
tient in bed, for those who have had experience 
with such patients know that in their weakened 
condition they would slip down. About a year 
ago, When he began to use the Fowler position 
systematically and to flush cases of diffuse sep- 
peritonitis thoroughly with hot salt solu- 
tion, using three to four gallons in each case, he 
hanged his mortality from 100 per cent prac- 
y to a large per cent of recoveries. He 
three cases of diffuse septic peritonitis 

hat had recovered from this treatment. 

Dr. Alexander Hugh Ferguson said that in a 
spreading inflammation of the peritoneum one 
not forget where the focus of the in- 
fammation was when ne begins to drain. The 

r position, which has been so much lauded 
recommended, should not supplant every 
eans of drainage of the abdominal cavity. He 
tioned three positions from which the pus 
emanated that should not be drained by the 
position. 
Dr. Knott, in closing the discussion on his 
said, with reference to the remarks made 

Frank, he believes in the long run Dr. 
would secure better results, afford more 
omfort to his patients, with tendency to 
fecal fistula, by the use of soft rubber tubes 
than by the use of glass tubes. 

Dr. Summers, in closing the discussion, said 
his experience had been limited to eight 
ative cases. He did not know that Dr. 
ris had been doing the operation of intes- 
| exelusion with drainage into the intestine. 
is not aware of it, because Harris had not 

published his work. 

With reference to Dr. Knott’s paper, he would 
say that Dr. Knott was so thoroughly convinced 
f the utility of the plan advocated in treating 

ses of diffuse peritonitis, that he operated upon 
his own son, eighteen hours after an operation 
for perforative appendicitis by another surgeon. 
Dr. Knott had himself operated in the absence of 

lleague, an acute peritonitis having devel- 
The extra-median incision, toilet and 
ge established, saved the boy’s life. 
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lar meetings are held on the second Monday 
ng of each month at Gads Hill Settlement; 
Roby and 22d St. Membership —. 


Officers. 


J. Chase Stubbs, 971 W. 22d st 

J. F. Chvatal, 1593 W. 22d st 

Clyde D. Pence, 1389 Ogden ave 
Wm. E. Miller, 1155 S. California ave 
J. A. Clark, 832 W. 21st st 


Shall the Physician Dispense? 
J. A. Clark: This question cannot be 
d off-hand to apply to all physicians. 
h depends on the personal equation of 
n, on his surroundings ani influences. 
ge of drugs—liking for the work, facili- 
handling and making preparations. 
ost as well might we ask the question. 
the doctor wear a certain style of hat or 


coat, drive a certain colored 
certain make of automobile? 

I shall make no attempt to speak in a dicta- 
torial manner as to what is, or what is not 
best for all physicians. But I shall give some 
of the reasons why I believe it is best for the 
physician to do his own dispensing, some rea- 
sons why I think it is best for me, and why 
it is more satisfactory to me. After trying 
both ways; that of writing prescriptions, and 
doing my own dispensing. 

I do not expect everyone to agree with me 
in this matter. I am very sure the retail drug- 
gists do not share my views; neither do all phy- 
sicians agree that dispensing is the better sys- 
tem. Any one who has thought of, or investi- 
gated the subject at all must know, that in the 
last ten years the plan of dispensing has made 
immense gains all over this country, and that 
every year the number of physicians who are 
coming into this way of doing business is 
growing by leaps and bounds. For this fact 
there must be some reason. 

As a my remarks I 
lown some fundamental propositions. lst. 
That no person should attempt to enter the 
ranks of our profession who has not a genuine 
love for his work and 21 whose entire efforts 
during all his professional life shall be to this 
end, that he cure his patients as quickly, as 
safely and as pleasantly as possible, and in 
incurable maladies to give the most relief from 
suffering, or as stated in the ancient oath of 
Hippocrates, which was taken by the physicians 
of old. 

“I swear by Apollo the 
Aesculapias, and health and all heal, and by 
all the gods and godiesses, that according to 
my ability and judgment I will keep this oath 
and this stipulation.” 

“Into whatsoever houses I enter I will go 
into them for the benefit of the sick, and I will 
abstain from every voluntary act of mischief 
and corruption.” 

In the 2400 
that oath was 
ever been 


horse 


basis for Wish to lay 


physician and 


that 
written no 


years have elapsed since 
code of ethics has 
written which is any improvement 
upon it as a lamp and a guide for our direc- 
tion. Some principles are eternal because they 
are right, and nothing ever has, or 
change the fact, that the life work of the real 
physician is to labor for the benefit of the 
sick, and that practice is best which saves the 
most lives ani cures quickest and safely 

The second main proposition I lay down is: 
That having done our full duty to our patients, 
our patients have a duty to perform towards us 
and we must see that they do it. 

While the world may owe us a 
tically we have to collect it 
aforesaid patients. It 


ever can 


living, prac- 
ourselves from the 
is our duty to collect it 
for the benefit of ourselves and our families. 
Somewhere I have read that he who fails to 
provide for his family is ,.worse than a thief. 

I take it that we here, are all what are 
known as general practitioners: doing every 
thing that comes in a general family practice, 
and that we expect to live by giving service to 
these families year after year: we expect to hold 
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our families and have our business and our in- 
come grow by the good reports our patients give 
to their friends, and so form an endless chain. 

I am sure that a very potent factor in hold- 
ing our patients is by doing our own dispensing. 
You will find that the patient likes it better. 

The first element of success is a Satisfied pa- 
tient. In ali my life I have never had a patient 
ask for a prescription when I had the remedy 
with me to dispense, but times without number 
have they asked me to give them their medicine, 
and told me they had more confidence in the 
medicine when the doctor gave it himself. There 
was then no fear of substitution. The druggist, 
his clerks and some favored doctor have no 
chance to discuss the patient’s disease, give un- 
asked for advice, and retail gossip. 

As most people are sensitive about their ail- 
ments, and as remedies often indicate the dis- 
ease for which they are prescribed it breaks into 
the confidential relations existing between phy- 
sician and patient to have the prescription dis- 
cussed by outside parties. 

By dispensing your own remedies you often 
save hours of time to your patient and gain the 
same number of hours in the treatment. This 
may mean saving a life in acute diseases. But 
last week one of my patients waited all day to 
have a prescription filled because the druggist 
was out of the remedy ordered, and had to send 
to the wholesale house for it. While I honor and 
respect this druggist for going to all this trou- 
ble to fill my prescription right, had the case 
been one of great urgency, likely my patient 
would have died before the medicine was de- 
livered. 

Dispensing saves your patients money. You 
all know that the actual cost of the drugs used 
in acute diseases amounts to only a few cents 
a day. 

The complaints that were the most common 
to hear were about drug bills. The bill of the 
physician is often a small matter compared 
with the drug bill. You always know just what 
your patients are getting. 

They are obliged to report to you instead of 
to the drug clerk. 

They cannot get the medicine repeated month 
after month whether suited to their needs or not. 
You have absolute control of your patients and 
of your own business. You will use better 
drugs yourself than you are sure of getting at 
the ordinary drug store. The drugs you use are 
as much a part of your armament as your 
scalpel, your obstetrical forceps or your micro- 
scope and they should be much more carefully 
selected. You use drugs a hundred times where 
you use forceps once. 

The best and purest drugs are none too good 
for my patients. 

You have a better chance to watch the effect 
of your remedies and you will become a better 
therapeutist yourself. 

Called to a case, you administer the first dose 
yourself, and watch the effect; often give two 
or three doses before leaving and many times 
the patient is on the road to recovery before 
your first visit is over. Your patients will re- 
cover from acute diseases in much less time. 
Your death rate in the same class of cases will 
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be so much less than formerly that you will! be 
greatly surprised. 

Last month I was asked by a man whose 
family I have treated for many years, how my 
results compared now as with my former prac- 
tice of writing prescriptions. 


My answer was that now, in the same class 
of diseases, of the same average grade of sever- 
ity, the patients recovered in from one-half to 
one-third the time it took under the method of 
prescription writing. The death rate has de- 
creased in a much greater proportion. 

I am entirely within the limits of truth, 
when I say, my death rate now, in acute dis- 
eases, is not over one-fifth of what it formerly 
was, and I attribute this improvement to using 
physiologically active drugs, those I can use 
with confidence and in whose activity I am not 
disappointed. 

Up to about ten years ago I might have been 
classed as a therapeutic nihilist. I had been so 
often deceived and disheartened over the results 
from my prescriptions that I had come to believe 
that recovery was largely a matter of good 
nursing and vitality of the patient, and that 
medicine was of secondary or no importance at 
all, and that the only real results we ever got 
were in surgical cases. Gradually the idea came 
to me to do my own dispensing, to study uy 
carefully the physiological effect of every drug 
used; then watch for the effect every time | 
prescribed a remedy, and if I didn’t get the 
physiological effect to try and find the reason 
why I did not get it. I soon learned that the 
products from the different manufacturing and 
pharmaceutical houses varied tremendously, and 
while one remedy from a house would prove true 
to action every time some other drug from the 
same house would be practically inert. This 
happens with the drugs of most of the largest 
and best known manufacturing drug companies 
Every firm has some spécialty which no other 
house sems able to more than imitate though 
they try to produce the same. 

Some time since I had a 10,000 bottle of hyos- 

cyamine tablets made by one of the largest 2n 
oldest houses in the United States, but I could 
get no adequate effect from the ordinary « 
I soon learned I had to give five times the dose 
from this bottle that I needed to use wit! the 
same sized dose made by another house. Now 
had I been writing prescriptions for this remedy 
to be filled at any drug store, how would I have 
known what dose to prescribe? 


No matter how honest the druggist w! 
buys from an old reputable house, he can not be 
blamed. It is not his business to watch th: 
fect of drugs he buys. 

I have learned by sad experience that evs 
when we have found the particular house 
ing the best drugs, and specify that mak: 
very seldom we get what is called for, and thi 
is especially true when your prescript 
made into a solution the opportunity for su! 
tution is great in liquid preparations. 

These objections might be met if the phys'- 
cian owned an interest in a store and controlled 
the buying, and if he could be sure all his pre- 
scriptions would be filled at this store. But the 
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courts uniformly hold that when a prescription 
is once delivered to a patient it becomes his 
property, with which he can do as he pleases; 
have it filled where he likes and repeated when- 
ever he likes; all orders written by the physi- 
cian about not repeating notwithstanding. 

In the course of time most of us evolve some 
pet combination for certain diseases. Thes@ 
combinations are in the nature of private prop- 
erty. We do not particularly care to make them 
public property. Most of the millionaire patent 
nedicine men made their money through push- 
ing the prescription of some doctor. 

I wonder how many drug stores there are in 
which some doctor does not have the privilege of 
voing through the prescription files? 

The only way to control abuses is by keeping 

combinations in our own hands 

Again, many preparations can not be made 
extemporaneously. I am told by manufacturing 
chemists that it takes a month to make the or- 
dinary comp. syr. of Hypophosphites. That it 
takes so long before it is fit to be put on the 
1arket.. I have for a long time used a modified 
hypophosphites in which the dose of lime is 
very much increased over the officinal prepara~ 
tion. Now if it takes a large manufacturing 
firm, employing the best chemists, and with 
every known facility for doing the work, a 
month to make a product they are willing to put 
on the market, what kind of a mixture would 
you be apt to get from an extemporaneous mixt- 
ure put up in twenty minutes? 

The following statement was recently made 

1 a lecture before a body of prominent physi- 
cians: 

“The reputation of the physician, and in 
equal measure his income are in the Keeping of 
his pharmaceutical purveyor, and he is practi- 
cally helpless except in that he can charge or 
control the source of supply at will.” This truth 
is evident when it is remembered that the phy- 
sician who writes the prescription seldom or 
never sees the medicine dispensed. 

A case was recently told me of a young phy- 
sician settling in a city near here. 

Every prescription written by the new doc- 
tor was shown to all the older doctors in town 

nd eriticized to the public so harshly as in a 
short time to drive the young doctor out of 
town, 

I do not mean to imply that all druggists are 
open to these criticisms. It is my pleasure to 
know some who are competent, conscientious 
gentlemen, but the exceptions are so numerous. 
{am not willing to trust either my reputation 
or my finances in their keeping. 

The following taken from the Apothecary, a 
druggists journal, affords some food for thought: 

“The facts revealed by the recent aristol in- 
vestigation in Chicago are horrible in the ex- 
treme. Almost shattering ones faith in man- 
kind. When 108 out of 139 supposedly reputable 

ruggists are known to be criminally negligent 
not willfully criminal it makes one sick with 
lisgust.” 

These are strong words, but not so strong as 
he facts warrant. When a druggist, a pre- 
tender to professional standing, a claimant to at 


least ordinary intelligence allows Fullers earth 
colored with oxide of iron to go into a prescrip- 
tion for aristol, as many of these men did, there 
is no excuse for him. True most of the drug- 
gists assert they bought the stuff in good faith. 
That is, they admit they knew it was a substi- 
tute but thought it was just as good. Think of 
it! The pitiable spectacle a man makes in 
offering such an excuse. As another evidence 
of the extent this fraudulent stuff was sold it is 
said that one jobbing house in one day sold 429 
ounces, more than before in months. If the fact 
that the investigation was being made had not 
leaked out it would have included every drug 
store in the city. 

From government reports in the last Year 
Book of the Department of Agriculture, we read 
that from 50 to 75% of the medicines dispensed 
by the druggist are either wilfully adulterated 
or are of inferior quality. 

Samples of laudanum varied 500% in strength 
and other drugs in the same proportion. The 
solid extract of Nux Vom should contain 15% 
of the alkaloid. Samples analyzed by Prof. 
Wulling contained not a trace of the alkaloid 
instead of 15% they should have had. 


Did any of you ever examine and taste a 
large number of the ordinary fluid extracts and 
notice how muclf alike they all taste? 

A peculiar bitter, stale, dirty taste entirely 
lacking in the special aroma and taste peculiar 
to the-green plant. Instead of the extract being 
made from the recent herb it is more often made 
from the dried, inert plants gathered from any 
source, by anybody, at any time of the year. 
Plants from which the entire principal is evapo- 
rated. 

Suppose a physician uses an extract like the 
above in gradually increasing doses and fails to 
get any effect. Is it any wonder physicians lose 
faith in drugs? 

While I yield to no man in my appreciation 
of the benefits of deep study of pathology, bac~+ 
teriology and chemistry of diseases, the prac- 
tical end is the cure, and excluding surgical 
cases this must largely be done by the action of 
drugs. I am certain that the man who gives 
his own medicines will and does become a better 
therapeutist than the one who writes prescrip- 
tions. When you give a dose of medicine and 
do not get the result, you have no druggist to 
put the blame upon. You know your own sup- 
ply is defective and you must change the source 
of supply. 

Every agent who takes an order from me 
knows that prices have no effect unless their 
products are true to physiological action and 
they also know they can never sell me a second 
lot of any product not true in action. 

I watch as I never did before the action of 
every drug I use and I am getting to be a very 
firm believer in the efficacy of drugs. I believe 
my experience is large enough so that I can 
make the statement that acute diseases are very 
much benefitted and shortened by treatment. I 
know it is contrary to some very high authority, 
but I am bold enough to assert that such dis- 
eases as pneumonia, typhoid fever and whooping 
cough are shortened and cured by drugs, prop- 
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erly given, at the right time, and in doses suited 
to give physiological results. The Lord pity the 
pneumonia patient who falls into the hands of a 
doctor who does not believe in treatment and 
has no faith in drugs. 

I will go further and write myself down as 
enough of a heretic to say, that all cases of ap- 
pendicitis not of the acute fulminating type, 
are relieved and cured by medical treatment. 

I venture the assertion that the therapeutic 
agnostics in the profession today are all pre- 
scription writers. 

As a result of German Nihilism many of the 
leading text books on the practice of medicine 
are but little more than text books on pathology. 
In looking through one of the latest and most 
popular works I was not so much surprised to 
read pages on diagnosis, etiology, pathology and 
then to find the treatment disposed of in a 
short sentence. 


The question is often asked why medical 
students do not know more about therapeutics? 
It is true most of them are anxious to learn 
what to do for diseases, yet they are graduated 
without practical training in the use of remedies. 
Too little demonstration of the practical work- 
ing of drugs either on animals or on patients 
is given. ; 

The student is surrounded by three fires. The 
laboratory professor fires at him all day quan- 
tities of chemical unknowns, bottles of bacteria, 
and pathological specimens by the pound. The 
clinical teacher wants the student all day that 
the teacher may demonstrate his own brilliant 
surgery or deliver his lecture on history, etiol- 
ogy and pathology, and each specialist is sure 
the student should devote all his time to that 
particular specialty. Thus it comes that the 
only time the doctor learns real therapeutics is 
after he is in practice: at the bedside of his 
own patients and I maintain that he will learn 
very much more and very much faster if he sup- 
plies his own remedies, procured from a reliable 
source every time. 

And after all, isn’t it infinitely more satis- 
factory, more scientific, more in keeping with 
the doctor’s high calling, to himself give such 
medicines as are needed for the really sick? 
Active remedies for serious conditions should 
be given by the doctor himself, and he should 
explain their use and the action that will re- 
sult from their use. Thus you’ combine all the 
therapeutic efficacy of your remedy and add to 
it the powerful psychological effect of suggestive 
therapeutics. 

There is a right way of doing things. It is 
quite evident ‘that in medicine to write a pre- 
scription to be dispensed from an uncertain 
source of supply is not the right way. 

To those who have had experience it is equal- 
ly evident that besides dispensing of active 
remedies is the right way. No possibility of 
substitution or sophistication then; no uncer- 
tainty as to efficiency or potency. 

Does it pay? 

When we have done to the best of our ability, 
our whole duty to our patients, we must look to 
our own welfare. I know not how it is with 
others, but I know my families like the system of 


having the doctor do his own dispensing. There 
is an element of faith in medicine. Whethe: 


well or illfounded there is in the minds of many 


people a suspicion as to prescriptions being filled 
as the doctor directs. Among the poorer classes 
the item of drug bills in a long illness is a seri 
ous matter. In many a case have I seen th 
druggist get all the money the family had an 
I either waited a long time for my pay or neve 
got it at all. I have never seen bills so eas 
to collect as since dispensing. 

It is the best system I know of for makin; 
office consultations and visits cash. So man 
never think to pay cash for a consultation or 
prescription, but when they also get a bottle o 
medicine or a box of pills, they feel they hav: 
received something of definite value that cal! 
for payment on the spot. 

You can get better fees for your work. It i 
the most practical way of raising fees. Thereb) 
getting more for your own services and at th: 
same time save your patients a great deal ove 
what they would pay at the store. 

The matter of experience is small. Contra: 
to general belief, we buy as cheap or cheape 


than the druggist. He buys pills in lots of 100 


to 1000. Those I use in any quantity I get i 
lots of 5,000 to 100,000. The difference in prix 
between 100 lots and 100,000 lots will open th: 
eyes of those who have never investigated. | 
will increase the business and cash receipts o 
any physician who gives it a fair trial. 

Last year my collections were so nearly cas 
that I only had 7% per cent of business done i 
1904 to be collected at the end of the year. 

If you don’t want to lose your business, 1 
your office to do the work. There is a deman:! 
for business doctors. Those who make a busi 
ness of their profession and ,all that pertair 
to it. The more business like the doctor, oth« 
things being equal, the greater will be the d: 
mand for his services and the greater his r 
wards. 

Blessed is the man who makes two dolla: 
grow where only one grew before, and no wh¢ 
is there more room for the extra dollar than 
the doctor’s pocket. 

In conclusion: There are four good reaso! 
why the physician should dispense; any one « 
the reasons alone would be sufficient: 

Ist. Your death rate is very materially d: 
creased, thus saving more lives to the Stat: 

2. From the use of better drugs, and t! 
added interest you take in your cases they ri 
cover in much less time: a great economic gai 
to your patients. 

3. Under all circumstances your patients 
like it better. 

4th. It pays the physician by increasing his 
fees and by increasing his cash collections. 





CHICAGO LARYNGOLOGICAL AND OTO- 
LOGICAL SOCIETY. 


A regular meeting was held March 7, 190 
with the President, Dr. William L. Ballenger, 
the Chair. 

New Knife. 


Dr. Ballenger showed a knife of his own d:- 
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sign for removing the cartilaginous septum. He 
also exhibited specimens which were removed 
by this knife, and said the method of removal 
with this instrument preserves the specimens in 
their entirety for study. 


Plastic Operation for Stenosis of the Nares. 


Dr. F. G. Stubbs: I have a case here which 
I wish to present, not that there was anything 
peculiarly difficult about the operation, or that 
there is anything that is specially rare; for many 
times in our practice we see cases of stricture 
of the naris, but when we see a case in which 
both nares are almost completely occluded, as 
in this case, I think it is more than of ordinary 
interest. . 


This young man is twenty-three years of age, 
and the trouble began when he was between one 
and two years of age. There is a history of he- 
reditary specific trouble, and the probabilities 
are there were ulcerations in the nares. His 
eyelids were affected, so that some years ago 
he underwent an operation of canthoplasty. 
Whatever the condition at that time may have 
been, there resulted a stricture of both nares at 
a point corresponding to where the bony open- 
ing of the nostrils is, about half an inch from 
the external opening of the nose. These strict- 
ures formed evenly, so that the opening was 
almost in the center on either side; on the right 
side the opening was only two millimeters in 
diameter; on the left side, three millimeters in 
diameter. Being so small, you can readily see 
the patient has been unable to get sufficient air 
through them, and has been a mouth-breather 
all his life. Neither could he blow his nose; 
and the secretions would accumulate there, be- 
come thickened and crust-like, the same as we 
see in cases of atrophic rhinitis. This condition 
persisted up to the time I saw him, last Novem- 
ber. 

In this case I did the operation which Roe 
has described, although Roe simply adopted 
well-known surgical principles. Where you get 
two surfaces resting together without any nor- 
mal skin between them they will grow together. 
In operating on a stricture of the naris it is 
similar to operating on a syndactylic finger, 
where the webs extend down the fingers. In 
operating simply by slitting that up, you will 
get no result as they will immediately grow to- 
gether. The same way with reference to oper- 
ating on a stricture of the ndris; consequently 
the important thing is to interpose between 
the two raw surfaces a mucous membrane (here 
Dr. Stubbs went to the blackboard and described 
the operation he did in the case). 


I would like to say I did this in four stages— 
operated first on the lower half of the right side, 
then on the lower half of the left side, the upper 
half of the right side, and the upper half of the 
left side, with an interval of ten days between 
each operation. I first made a flap of the lower 
lining mucous membrane of the stricture, its 
point of attachment being the external middle 
point of the opening. Then the anterior lower 
wall of stricture was peeled up, its point of 
attachment being on the floor of the nose. With 
these flaps drawn away the connective tissue 
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entering into the body of the stricture was now 
dissected out flush with the floor and external 
wall of the nasal passage. The flaps were now 
allowed to fall into place and held there by 
one or two stitches in each one as was found 
necessary to accurately hold them in apposition. 
The only spot not entirely covered by these flaps 
was a small area on the septal side of stricture 
where the flaps could not reach after falling 
down to cover the floor of the nose, but this 
denuded area does not make any material differ- 
ence for the extension of mucous membrane onto 
same takes place rapidly without the danger of 
subsequent contraction. In ten days the same 
thing was done on the opposite side. Twenty 
days later I did practically the same thing on 
the upper half of the first side. It only varies in 
that the angle of the union of the septal and lat- 
eral walls must be thoroughly incised and well 
and carefully lined with mucous membrane or 
otherwise the success of the operation will not 
be complete. Later this was done on the remain- 
ing portion and now both sides were completely 
relieved of all stricture. To illustrate: If the 
naris were that size ordinarily (indicating), we 
now have-an opening which comes fiush to the 
surface of the septum internally, flush to the 
‘outer external nasal wall, but not quite flush 
with either the floor of the roof, for at these 
points we meet with the greatest difficulties in 
the operation and it is here that any cicatrical 
contractions will narrow the opening. In this 
patient we have succeeded in restoring practi- 
cally all of the diameter of the naris, which was 
the least strictured, and about seven-eighths of 
the other. 


At points on the external sides of the nose 
corresponding to the positions of the strictures 
internally, you can see where there were two 
extremely deep grooves where these strictures 
had drawn the alae of the nose inward. 


As I first operated on the lower half, these 
deep depressed lines were unaffected because 
the stricture was not freed from above; but as 
soon as I operated on the upper half, relief was 
afforded. On the left side of the nose it is now 
smooth. On the right side there is still a little 
line, because here it is not quite as satisfactory 
in its results. At the same time, these lines 
which you see externally had drawn the bridge 
of the nose in, so that there was a saddle-back. 
That I shall have to correct with paraffin, and 
the only thing now left is that the tip of the 
nose is drawn down some. If, after wearing an 
artificial device to support it, it is not satisfac- 
tory, I will cut the cicatrical tissue which holds 
the nose down and either transplant a skin graft 
from the leg or, if necessary, move up a little 
flap from the lip. In this way we will succeed 
in giving him a fairly good nose. Before, it 
looked like a flat or frog nose against the face. 


And yet the operation was not undertaken 
primarily for the cosmetic improvements, how- 
ever much it may have been the determining 
factor for the patient. The pressing indication 
was to relieve the mouth-breathing and remove 
the grave menace that existed for the establish- 
ment at any moment of any of the various com- 
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plications of such a “stopped-up nose” i. e. sinus 
troubles, and catarrhal troubles of the ears. 


Tuberculosis of the Larynx. 

The other patient I intended to show has not 
arrived. I was in hopes that she would be here, 
so that you could see the larynx, and while it 
is not so much a departure from the ordinary 
tubercular larynx, it is interesting in this 
respect: Nearly a year ago the patient began 
to have sore throat, and later pain on talking, 
and still later pain on swallowing. She con- 
sulted her family physician, who gave a gargle, 
and that not relieving her, he gave a stronger 
gargle, which even burnt her throat without 
affording any relief. I saw her about the end 
of November, and in making an examination 
I found the epiglottis swollen and edematous. 
The vocal cords were seen in a limited spot near 
the posterior attachment, the remainder of the 
cords being covered by the swollen, edematous 
ventricular banis. 

The patient presented the appearance of one 
having tuberculosis; on account of not being 
able to swallow without considerable pain, she 
almost starved herself, and had lost from fifteen 
to twenty pounds in weight. I immediately 
began the application of astringents and also 
the use of lactic acid, and in ten days the pain 
had so far disappeared, also swelling, that she 
was able to eat as freely as ever. At the end 
of a month she regainei her normal weight. Af 
the time I first saw her, I made an examination 
of the lungs and found nothing abnormal. She 
is now in the condition she was about a month 
after I began treatment. She is the picture of 
health. I have examined her lungs several 
times, and up to the present time I have not 
been able to demonstrate anything wrong with 
them. There has been no bacteriological ex- 
amination made of the sputum, because she has 
had no cough and no sputum. As the edematous 
condition disappeared, it left tubercular nodules 
forming a horseshoe-shapei irregularly nodular 
swelling confined to the ventricular bands. I 
removed four-fifths of them by the oral route, 
and applied full strength of lactic acid after 
each removal. As to the condition now, the 
ventricular bands are slightly enlarged or thick- 
ened; the vocal cords are seen in their entirety; 
they are losing their redness, but are still 
thickened. Her voice is a little husky, but 
almost normal compared with what it was at 
the beginning. 

I sent a specimen of the tissue removed to 
the Columbus Melical Laboratory, and they 
have reported that it was tubercular. While 
they found no tubercle bacilli, they did find 
giant cells, and the arrangement of the cells 
was such as to leave no doubt of its tubercular 
nature. Of course, we cannot say that this is 
absolutely a case of primary tuberculosis until 
a post-mortem examination is held, and the 
entire body is gone over when we may find a 
latent tubercular focus somewhere not in the 
larynx. She gives no evidence of tuberculosis 
in any other part of the body clinically. There 
is no tubercular history in the family. I am 
sorry the patient is not here. I would like to 
have you consider this a preliminary report, as 
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I inteni to follow the case up and eventually 
report whatever may disclose itself in the full- 
ness of time. 

Dr. Joseph C. Beck read a 
Some of the Newer Remedies. 


paper entitled 
(See page 419.) 


Discussion. 

Dr. E. Fletcher Ingals: This is a most inter- 
esting paper, and a very valuable one. 

In reference to four or five of the remedies 
spoken of, my experience has not been the sam 
as that of the author. Take, for instance 
anesthesin. I have not used it in the oily pre- 
parations as he has done, but in powder forn 
and while occasionally it has acted as a goo 
anesthetic to open wounds, sometimes it has 
seemed absolutely worthless, and has fallen int 
lisuse. It would seem to me not to be a Satis 
factory remedy. I am glad, however, to fin 
that it is as satisfactory as the author of th: 
paper has found it. Perhaps used in the oil 
preparation it would be more satisfactory, an 
I would like to ask in what kind of oil or oil) 
preparation it f dissolved. 

The explanation of the essayist in regard t 
adrenalin causing ischemia of the nasal mucou 
membrane and marked ischemia of the meninge 
does not seem to me to be satisfactory, for m 
observation has been that it causes ischemi 
simply where it touches the line of demarkatio: 
the part where it is applied, and the region be 
yond is so very sharp that it does not seem tv 
extend any distance beyond, probably not more 
than one-eighth of an inch in any case whe 
the drug is applied to the nose. 

As to bromotone, I used it 
few years ago, and in several cases obtaine 
fairly good results from not more than fis 
grain doses. The author of the paper, I under 
stand, used it in fifteen grain doses with satis 
faction. I find five grains, three or four time 
a day, sufficient for most cases. The majorit 
of them will not or cannot tolerate as much a 
seven and a half grains at a dose. 

Dr. Beck said that he uses aspirin in dos: 
of ten or fifteen grains. I have used this dru 
considerably; I have tried to take it mysel 
and I find I cannot take three grains, thre 
times a “ay, without giving me a great deal « 
discomfort. A dose of ten or fifteen grail 
would be annoying to many patients. 

My experience with pollantine has been 
good deal like that of the essayist. I have us¢ 
it considerably, but as I am usually out of th 
city during the hot season, I see hay fev: 
patients who come early and late, and I ha\ 
never seen but one patient in whom it seem 
to do any good. I have tried it in quite a larg 
number of hay fever cases. I have a patient, 
policeman, who was affected with hay feve 
and I gave him pollantine, and the next tin 
he came back he told me that he never ha’! 
anything that did him so much good in his lil 
I felt that the agent had done this patient gre 
good from what he said; but a few weeks lat 
he was unrelieved, became disgruntled, and d 
not make a final report. I do not think, hov 
ever, I have given pollantine a fair trial. I ha 
not used it as it has been recommended, name 
putting the patient in a dark room, keeping hi 


considerably 
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sut of the dust and away from flowers. If we 
lid that, most patients would not have hay fever 
inyway, and it would add to the reputation of 
the remedy. 

Dr. Norval H. Pierce: Regarding the first 
remely mentioned by the essayist—anesthesin; 
| have tried it in well-marked cases of painful, 
icute pharyngitis with varied results. In one 
case especially I remember, on examination 
iothing could be seen but an area of intensely 
red and somewhat edematous tissue around 
posterior and upper surfaces the arytenoid 
bodies. This case I am especially miniful of, 
as I then thought it one that would prove the 
worth of the remedy. The patient was a nerv- 
ous woman, who was kept awake for a number 
of nights on account of this painful condition of 
the throat; she kept constantly swallowing. I 
used anaesthesin, carefully blowing it down on 
the affected area, but without any result appar- 
ently. In the itching of the external auditory 
canal, I have thought that it produces some 
benefit; but in very many of these cases the 
itching will disappear or become much better 
by the simple application of vaseline, containing 
no medicament whatever, to the external audi- 
tory canal, and it would be difficult to decide 
is to whether the amelioration of the itching 
was due to vaseline or to the anesthesin. 

There is a very interesting question in my 
mind regarding adrenalin lately, as to whether 
adrenalin is as efficacious as formerly. Lately, 
in operating on deflected septa, I have gone to 
the trouble of procuring fresh solutions for each 
operation, and in several instances recently I 
have been very much disappointed in its ische- 
mic property; in fact, the last preparation I 
used seemel devoid of ischemic properties. I 
do not know whether the other members of the 
society. have noticed this or not, but surely 
I have. 


Regarding iodo-nucleoids, I must say I was 


somewhat prejudiced against this preparation 
when it first came out, or rather believing it had 
no particular superiority over the other iodides. 
But I came across the case of a professional 
singer, with late secondary symptoms, who de- 
clared that he could not absolutely take iolides. 
He had been treated in France, and they had 
there given up the use of iodide of potassium 
and iodide of sodium completely, on account of 
their peculiar effect on the vocal cords; that 
is he lost his voice immediately on taking the 
iodide, so that he could not sing at all. He 
could take iodo-nucleoids in twenty grain doses, 
four times a day, without any bad effect what- 
ever; and I have seen other cases in which I 
believed that part of the peculiar property of 
this remedy was in not producing the irritative 
effects of iodide of potassium and iodile of 
sodium. They surely produce as good results 
as the other iodides. I am quite convinced of 
that. 

I have been somewhat disappointed in the 
use of pollantine; in fact, I have not seen a 
case that has been absolutely cured, and inas- 
much as the remedy is actually worth its weight 
in goli, I believe that it is prohibitive in the 
large majority of cases. It seems to have a 
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palliative effect, but I believe almost any pow- 
dered serum, and especially diphtheria serum, 
will produce the same effect as pollantine. I 
must say that this pure speculation marked a 
a single observation, but I am going to experi- 
ment in this direction during the coming year, 
and I hope that this idea will be taken up by 
few of my colleagues we can easily procure 
powdered diphtheria serum, mix it up with 
sugar of milk, in given quantities, and apply it 
to the nose as we do pollantine. 

As regaris eucaine lactate, I would say that 
its local application is not satisfactory in the 
majority of cases, although occasionally it will 
produce local anesthesia. Injected submucously, 
it will produce invariably satisfactory anesthe- 
sia, and I use it almost entirely now in the ex- 
cision of tonsils. 


Dr. O. J. Stein: As to the Dunbar prepara- 
tions for hay fever, the results I have had with 
them in my work have been somewhat satisfac- 
tory. In twenty-six cases, recently reported be- 
fore the Chicago Medical Society, I tried to show 
that the results were such, when the remedy 
was used as a prophylactic, pure and simple, as 
to prove all that was claimed for it. As a remedy 
per se for the attack, I doubt whether I have 
ever obtained any good results from it. But 
used very early in the morning, before the pa- 
tient leaves the house and at the onset of the 
first sign or symptom of the disorder, every one 
of my cases, excepting three, were prevented 
from having an attack or had a positive ameli- 
oration of the symptoms that were coming on. 

Dr. F. G. Stubbs: I have used alphazne 
considerably in the last four months. My atten- 
tion was drawn to it from the fact that I noticed 
it was claimed to be a substitute for hydrogen 
peroxide. As it is an oxidizer without the ef- 
feverscing reaction, such as we get from’ per- 
oxide of hydrogen, it appealed to me that it 
should be of service where we wanted an oxidiz- 
ing action of that kind, in sinuses or in ear 
conditions, and as Dr. Stein has said, I have had 
satisfactory results with it in suppurative mid- 
dle ear cases. 

Dr. Beck (closing the discussion): In ans- 
wer to Dr. Ingals’ first remark, about anes- 
thesin, the literature on the subject shows plain- 
ly that it is best soluble in oils like lanoline, 
as well as sweet oil, olive oil, or liquid vaseline. 
In salves and liquid oils, it acts properly and 
has done so in those cases in which I have used 
it. 

With reference to what was said about bro- 
motone, I did not mean to convey the idea that I 
prescribed it in fifteen grain doses as a rule; 
but I very often prescribe it in such doses, with- 
out any complaint on the part of the patient. 
Those cases in which I have used it have usual- 
ly been cases of marked tinnitus aurium, in 
which bromides, such as strontium, were given, 
with bad results, producing acne. Bromotone 
does not produce acne. I do not hesitate to 
prescribe such a large dose in some instances. 

As to aspirin, ten grains is the universal dose 
in general medicine. 

In answer to the remarks made by Dr. Pierce 
in regard to anesthesin, I have been disappointed 
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in the use of this agent in that it did not act 
in every case. I have used it in some cases 
with satisfaction, and I can advise its trial. 
In the one case I mentioned, of intense itching 
of the external auditory canal, I used carbo- 
vaseline without any relief. In this case there 
was not only itching, but there was actual ec- 
zema present, and the anesthesin not only re- 
lieved but seemed to cure the condition, so far 
as we can obtain a cure of a chronic eczema. 


With regard to pollantine, Dunbar has stated 
that the pollantine we use here is not the pol- 
lantine he would recommend for us to use. It 
Was put on the market as an inferior prepara- 
tion over which he has no control, and he hopes 
to have a preparation of pollatine which will 
act as a specific in the cases in this part of the 
country due to ragweed and golden rod. 

I have never used injections of eucaine lac- 
tate, but I am glad to hear the experience of 
Dr. Pierce. If I remember rightly, he remarked 
about the drug in the same way at a previous 
meeting, when he used it locally, using it in 
15 per cent. solution. 

I have used alphozone as a .asal wash, but 
I will say that camphoroxol has given me per- 
fect satisfaction. I like it much better than 
alphozone, because I do not like to use water 
in the ear for home treatment. The alcohol 
is much better. 

In regard to Dr. Stein’s remark about the 
use of pollantine before the beginning of the 
hay fever season, seven of my cases used it as 
long as two months before the season came 
on, and, as I said, with no better result than 
in starting it at the time of the attack. It did 
not seem to have any effect whatever. 


Dr. Gordon Wilson read a paper entitled, 
“Sensory Nerve Endings at the Entrance to the 
Larynx, with Special Reference to the Structure 
and Function of the Taste Buds.” 

On motion, a vote of thanks was extended to 
Dr. Wilson for his admirable paper. 


Dr. Fletcher Ingals read a paper entitled, 
“Bronchoscopy for the Removal of a Collar But- 
ton from the Lung.” (See page 447.) 


Discussion. 


Dr. Joseph C. Beck: Ever since the reports 
of Killian, and particularly the reports of Dr. 
Ingals before this society, I have felt very sorry 
that I did not know more about bronchoscopy 
seven years ago, when we could have used such 
an instrument in a case that came under my 
brother’s care and mine at that time. We had 
under our observation such a case and had to 
pursue operative procedures. 

The patient was a boy, fourteen years of age, 
from Ohio, who inspired a collar button. A phy- 
sician was called in a few moments afterwards, 
who found the boy in a cyanotic condition, and 
obtained a history that a button had been in- 
spired. He attempted to remove the button with 
his finger, also by turning the boy upside down, 
but did not succeed. The boy was kept under 
observation for about a week, when he developed 
pneumonia, and the temperature ran as in the 
case described by Dr. Ingals. Two months after 
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he recovered from pneumonia, the boy was taken 
to Toledo; a skiagraph was taken, and button 
located. But shortly after that, say about three 
weeks, a severe burn of the chest was discov- 
ered. The boy was brought to Chicago with a 
large burn, and kept under observation for two 
months. There was a slow healing. This large 
burn assumed the appearance of a malignant 
growth, and was thought to be such by other 
surgeons, and by a microscopical examination 
said to be sarcoma. I wish to say that while 
physicians are treating sarcoma now by the 
X-rays, we know that one of the most expert 
X-ray men in this city (Mr. Fuchs) has devel- 
oped an epithelioma of the finger and has had 
to have the finger amputated. I wish to men- 
tion that incidentally in connection with this 
boy’s burn. After the burn had healed suffi- 
ciently, so that the boy could be operated. on, 
he was put under an anesthetic and operated 
for an abscess of the lung; resection of the ribs 
was made, and an Estlander operation per- 
formed, with the evacuation of a large quantity 
of pus. The cavity was washed out, and a search 
was made for the button, but no button could 
be found in the region indicated on the skia- 
graph. The boy recovered from the operation, 
and gained very much in weight; but continued 
to cough. Two years later he returned to the 
city for the eventual cure of this condition, with 
possible resection of the lung. Such an attempt 
was made by Dr. Carl Beck, and a cut into the 
lung was followed by such a profuse and alarm- 
ing hemorrhage that the operation was discon- 
tinued and the wound allowed to heal. The pa- 
tient still has the button in his lung. 


Dr. F. G. Stubbs: I would like to say a 
word or two suggested by the result of an opera- 
tion I did this afternoon, and which is in line 
with the remarks made by Dr. Ballenger tonight. 
I think in many respects his instrument is an 
improvement on Killian’s knife. The only thing 
is that in some cases he would be unable to use 
it in the manner he suggests, for while it may 
be used in a case which is easily proceeded with, 
as far as separating the muco-perichondrium 
from the cartilage is concerned, yet in many of 
these cases of extensive deviation we find over 
the edges with sharp corners the perichondrium 
is so adherent that it is impossible to proceed 
in separating it in its entirety on that side 
before we attempt to remove part of the cartil- 
age. In that case it would be impossible to 
push the knife back along the floor, then up 
and forward on the upper part of the cartilage 
for the point of adherence of perichondrium 
would prevent the fork of the instrument from 
passing upward at this spot. In this case we 
have to remove part of the cartilage and then it 
is much easier to separate the muco-perichon- 
drium at these adherent points. 


The operation I did today gave me the speci- 
men which I show you. I intended to remove a 
spur, and on examining the case carefully, I 
found there was slight deviation, the spur, of 
course, being on the side of the concavity. I 
have been using the Hajek spur chisel to the ex- 
clusion of the saw and other instruments, and 
I conceived the idea that with this chisel I 
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could remove where this spur was attached, so 
I made an incision in the muco-perichondrium, 
and separated that from the cartilage and bone 
1s far as the extreme apex of the deviation. 
The apex extended out so far that it went into 
the middle meatus almost to the external wall 
of the nose, so it was impossible to continue 
the separation back of that. I introduced the 
‘-hisel to the anterior edge of the spur and drove 
it back until I perforated the bone, and then 
with my speculum in the opposite side of the 
nose, I had my assistant gently tap the chisel, 
while I supervised the point of the chisel, which 
was now on the opposite or concave side, be- 
tween bone and mucous membrane. I 
ould see it lift the mucous membrane upwards 
as in separating on the opposite side for the 
ordinary window resection, until it got to the 
far side of the concavity when I pushed it 
straight through the bone, back on the spur 
and into the side of the concavity. In that way 
I removed not only the spur, but the entire 
thickness of the bone entering into that part, 
with intact mucous membrane on side of con- 
cavity. 


The interesting part of the specimen is that 
the apex of this spur consisted of a prolongation 
of the cartilage from the cartilaginous part onto 
the bone, clear to the apex and around the back 
of it. 

As you have read the article by Killian in 
the last Archive, you will remember that he 
spoke of this point; that in removing spurs low 
down, many times the spur on the bone near the 
floor is composed of cartilage overlying the bone, 
und after reading that article I was lead to 
believe it was simply a displacement downward, 
but in finding this spur covered with prolonga- 
tion of cartilage back over the bone, I am led 
to believe that in a great many cases the spurs 
overlying the part may be cartilage prolonged 
on to bone. 
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In place of the regular monthly meeting of 
our Branch in January, the Branch held a ban- 
quet and reception at the Hull House, 335 So. 
Halstead street, where we gathered with our 
wives, daughters, sisters, etc., to the number of 
eighty persons, and had a most enjoyable time. 

We were favored with an address by Miss 
Jane Addams of Hull House. 

The following responded to toasts: Dr. John 
A. Robinson, our president; Dr. Emma C. 
Hackett, Dr. L. L. Skelton. One of the best feat- 
ures of the evening was an extempore talk by 
Dr. C. M. Fitch, a sturdy man of some 80 years 
old and still in daily practice; also by Dr. IL. N. 
Danforth, our ex-president; then a rousing talk 
on organization by Dr. W. A. Evans. 

Dr. Theo. Tieken proved himself capable as 
toastmaster, as he is teacher and worker. 

Much credit is due to the efficient committee, 
Drs. W. M. Fitch, C. J. Rowan and C. C. Rogers. 


President 
Secretary 
Delegate to Council 


We find these annual banquets a great aid 
in promoting a feeling of cordial friendship 
throughout our district. 

At our February meeting Dr. C. C. Rogers 
read a paper, Extra-Uterine Pregnancy, with 
Report of Cases, being devoted to the etiology, 
symptoms, diagnosis and treatment of such 
cases. The doctor advised operation in every 
case that could be diagnosed as extra-uterine 
pregnancy, and gave a history of a number of 
operative cases and exhibited a specimen of 
ruptured tubal pregnancy he had removed a 
few days before. F 

Dr. J. J. Stoll read a paper on Curettement 
and reported a case bearing on the subject of 
the paper. The doctor condemned the present 
promiscuous use of the curette particularly the 
severe curettements we at times witness. 

In the free discussion which followed, the 
bulk of opinion was in favor of Dr. Stoll's views 
and also against plugging the cervix with gauze 
after curettement, and the prevalent custom of 
cauterizing the uterine cavity after curette- 
ment. 

Dr. J. A. Salisbury read a paper, Clinical 
Value of the Examination of the Feces, which 
was received with much favorable comment by 
all present, and different members expressed a 
desire to have an opportunity to study it in 
print. 

The Clinical Value of Feces Examination. 

Until the introduction of the stomach tube 
for diagnostic purposes and the systematic ex- 
amination of the stomach contents after a 
definite test meal, the greatest uncertainty in 
regard to the meaning of symptoms referable to 
the stomach prevailed. A similar uncertainty 
still exists in regard to the abnormal processes 
occurring in the intestines. Naturally the exam- 
ination of the feces presents itself as the ana- 
logue of the examination of the stomach contents 
and we might expect such an examination to 
throw great light upon the digestive processes. 
The attempt, however, to find in the feces a 
basis for a judgment as to the abnormal process 
occurring in the intestine has proved for the 
physician an unprofitable and unpleasant pro- 
cess. That it has been too much neglected goes 
without saying. This neglect is due partly to 
the unpleasantness for patient and physician in- 
volved in the nature of the material. 

A suitable vessel in which to convey the ma- 
terial to the physician is a great desideratum. 
A glass ointment jar serves the purpose well for 
small quantities of feces and is to be preferred 
on the whole to a container holding large quan- 
tities. For the whole feces a good vessel is a 
glass fruit jar which can be closed air tight 
and needs only a suitable outer covering to make 
it an ideal container for this purpose. So far 
as the physician is concerned, examination of 
the feces is sometimes unpleasant, but this ob- 
jection should have little weight if an important 
purpose is to be accomplished. 

Another reason for neglect of feces examin- 
ation lies in the fact that hitherto we have 
lacked a systematic method of examination 
which would throw a clear light upon the diges- 
tive processes. Previous examinations of the 
feces have been directed to the discovery of gall- 
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stones or the eggs of parasites, but have seldom 
been intelligently directed to the determination 
of the degree of perfection with which the 
functions of digestion have been performed. 

The perfection with with normal digestive 
organs utilize the material submitted to them 
is so great that the feces normally consist of 
nothing but the indigestible residues of the food, 
bacteria, and remains of the digestive secretions, 
more particularly the coloring matter of the 
bile. 

Imperfection of the digestive processes will 
be indicated by the presence in the feces of un- 
digested material or material which has under- 
gone digestion but has failed of absorption. 
The discovery in the feces of muscle fibres, con- 
nective tissues, elastic fibres, free starch, sol- 
uble albumin, or much fat, is evidence of imper- 
fect digestion. But this discovery leads to two 
questions. ist: Is this imperfection due to a 
diseased condition of any organ or is it due to 
the unusual task imposed upon the digestive or- 
gans by abnormalities in the quantity, quality, or 
preparation of the food? 2d: If disease of the 
digestive tract exists what organ is affected and 
in what way? 

In answer to a first question we may state: 
The discovery of undigested food residues in the 
feces affords no certain indication of disease or 
abnormal function. Too large a quantity of 
meat or vegetable food or of fat is pretty sure 
to be followed by the appearance of undigested 
residues in the feces. Fermenting food or food 
of an irritating quality may so excite the intes- 
tinal peristalsis as to hurry the food through 
the digestive tract before digestion and absorp- 
tion can occur. Raw potatoes, underdone meat, 
or imperfectly chewed food are apt to give un- 
digested residues. Just as without a test meal 
the amount of acid in the stomach contents 
gives no reliable indication of the state of the 
gastric functions, so without a knowledge that 
the diet was normal we can draw no reliable 
conclusions from the appearance of undigested 
residues in the feces. To obviate this difficulty, 
A. Schmidt has devised his test diet. This diet 
has the following composition: 

Morning—0.5 liter of milk (or when milk does 
not agree) 0.5 liter cocoa (made from 20 gm. 
powdered cocoa, 10 gm. sugar, 400 gm. water, 
and 100 gm. milk), and 50 gm. zwieback. 

Forenoon—0.5 liter oatmeal gruel (prepared 
from 40 gm. oatmeal, 10 gm. butter, 200 gm. 
milk, 300 gm. water, and one egg). This gruel 
should be strained. 

Noon—125 gm. hashed beef (raw weight) su- 
perficially roasted in 20 gm. butter so that in- 
ternally it is still raw. 

Also 250 gm. potato puree (prepared from 190 
gm. mashed potatoes, 100 gm. milk, and 10 gm. 
butter). 

Afternoon—The same as morning. 

Evening—The same as. forenoon. 

The stool that results from this diet has a 
more homogeneous consistency and a lighter 
color than the previous stools. The second 
stool is usually due to the test diet. Normally 
this stool contains little fat and this is not free 
but in the form of soaps or of fatty acids. It 
contains no connective tissue, no muscle fibres, 


no starch. This standard applies to the micro- 
scopic appearance of the stool. Occasionally 
connective tissue, muscle fibers, or starch may 
be found microscopically in small amounts. In 
such cases, the judgment as to abnormal func- 
tions must rest upon the amount of food resi- 
dues present, and, to some extent, upon their 
character. Thus muscle fibers that are well 
preserved in long pieces with sharp corners and 
Plainly marked striations indicate imperfection 
in the digestive process. Free starch (not en- 
closed cells) is pathologic. Neutral fat in drop- 
lets is abnormal. 


The presence of considerable connective tis- 
sue recognizable by microscopic examination 
indicates imperfect activity of the stomach often 
dependent upon achylia or gastric atrophy. This 
determination may often be of the greatest im- 
portance where it is impracticable to remove 
the stomach contents. The discovery that in- 
testinal disturbance depends upon imperfect ac- 
tion of the stomach is of the greatest importance 
for the therapeutics as well as diagnosis. 

Evidence of the activity of the liver is afforded 
by the presence of urobilin in the stools. The 
brown color of feces is due to urobilin and when 
bile fails to enter the intestine the stools be- 
come clay colored. But it has been shown that 
the light color of such stools is occasioned quite 
as much by the amount of fat present, as by the 
absence of bile coloring matter. The microscop- 
ic examination of such stools will not justify 
the conclusion that the function of the liver is 
impaired. In Schmidt's test for bile coloring 
matter we have a means for determining this 
question. This test is made as follows: 

A considerable portion of the stools (10 gm.) 
is rubbed in a mortar with a concentrated solu- 
tion of mercuric chloride and allowed to stand 
from 6 to 24 hours. Urobilin will be colored red 
while bilirubin, if present, becomes converted 
into biliverdin and gives a green color to the 
mass. The presence of bilirubin may be ascer- 
tained by microscopic examination in cases 
where the macroscopic examination shows no 
evidence of its presence because the green color 
is obscured by the greater amount of urobilin 
present. Muscle fibers, vegetable residues and 
mucus which have been stained by the bile show 
a green tint under the microscope. The presence 
of either urobilin or bilirubin is evidence of the 
functional activity of the liver and patency of 
the bile passages. The occurrence of bilirubin 
in feces indicates either a greatly increased per- 
istalsis or a diminution in the activity of the 
reducing action of the intestinal contents which 
converts bilirubin into urobilin. 

This change occurs in the lower part of the 
small intestine, so that the occurrence of bili- 
rubin in the stools is evidence of the disturbance 
of the functions of the small intestine. 

Colorless stools may also be due to the con- 
version of urobilin into a colorless derivative 
ealled leukourobilin and such stools have the 
appearance of clay colored stools. The color 
of the urobilin can be restored by treating th+ 
feces with acidified alcohol. 

The light thrown upon functional disturb- 
ance of the pancreas by examination of the 
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feces is at present insufficient to permit very 
valuable conclusions to be drawn. The most 
that can be said is that with marked disturb- 
ance of fat absorption a failure more or less 

ymplete of fat-splitting and the presence of 
much neutral fat, many undigested muscle 
fibers, and free starch, a strong presumption in 
favor of disease of the pancreas is created. 
These conditions lose their significance if biliary 
obstruction or diarrhea are present. This mat- 
ter has been thoroughly reviewed by H. Ury and 
M. Alexander. When this condition of the feces 
is associated with glycosuria, the presumption 
reaches a certainty. Many disturbances of the 
pancreas, both slight and severe may pass un- 
noticed with our present means of investiga- 
tion. 

There remains to be considered diseases of 
the intestine itself. The functions of the in- 
testine may be classified under the heads of 
secretion, absorption, and motility. Disturb- 
ance of one of these is likely to be associated 
with disturbance of others so that it is difficult 
to say in any given case that the condition of 
the feces depends upon one factor to the ex- 
clusion of others. We possess a criterion for the 
motility in the time required for the various in- 
gested articles to traverse the intestinal canal. 
This can be measured by giving a gram of car- 
mine and nothing when the feces are tinged with 
pink by the carmine. This period depends, how- 
ever, almost entirely upon the motor activity 
of the large intestine and we have no means of 
knowing how long food takes to pass through 
the small intestine. It is to be hoped that this 
hiatus in our knowledge will soon be filled by 
further studies. 

Evidence of a disturbance of function in the 
small intestine is afforded by the presence of 
muscle fibers, plant residues, or mucus stained 
with bilirubin which becomes green by the ac- 
tion of mercuric chlorid in Schmidt's test for 
the biliary coloring matters. Bilirubin ndérmal- 
ly changed to urobilin in the small intestine and 
if this conversion fails we have reason to con- 
clude that the functions of the small intestine 
are at fault. 

Abnormal fermentations 
dence of disease. 

The occurrence of these fermentations is con- 
ditioned on the presence of fermentible ma- 
terial which consist of the carbohydrates prin- 
cipally starch in case of putrefactive changes. 
The alkalin fermentation is frequently due to 
the decomposition of mucus, pus, or blood. The 
acid fermentation usually precedes and excludes 
putrefactive changes. 

Schmidt has devised a somewhat compli- 
cated apparatus to determine the presence of 
fermentible material but Strauss uses an or- 
dinary fermentation tube consisting of a large 
test tube which is filled with liquid feces and 
closed with a bent tube. The test tube is in- 
verted, placed in the incubator for 24 hours and 
the gas collects in the upper part of the tube. 

Pus and mucus arising in the small intestine 
can not generally be recognized in the feces. 

With blood the case is different. Blood 
which has its source in any part of the intestinal 


may furnish evi- 
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canal may be recognized by a simple chemical 
test. The test is Weber's modification of the 
Guaiac test. It is so sensitive that the blood 
shed in cleaning the teeth may give a positive 
reaction. Before this test is made, red meat 
and other extraneous sources of blood coloring 
matter should be excluded from the diet for two 
or three days. It is evident that it is not ap- 
plicable after the test diet. 

The importance of this test can scarcely be 
overestimated. It is of great service in the 
diagnosis of ulceration of the stomach or intes- 
tines, or of carcinoma, or tuberculosis or syph- 
ilitic ulcers. It is also a guide in the treatment 
of ulcer, as the presence of blood in the stools 
shows that the diet is not bland enough.. Its 
use in typhoid is to be recommended as a pos- 
sible means of putting the practitioner on his 
guard against oncoming hemorrhage or 
foration. 

A further use of the test diet, in the author’s 
opinion, will be found in determining that cer- 
tain abnormalities are due to injudicious diet 
and not to a positive lesion of the intestinal 
tract. In case muscle fiber and free starch are 
found upon examination of the stools under the 
ordinary diet and disappear when the patient is 
placed upon the test diet, we may say that the 
trouble lies in the character of the diet and not 
in an actual diseased state of the digestive 
organs. By repeated examination of feces a diet 
can be arranged which will be suitable to the 
particular case. 

The examination of feces presents the ad- 
vantage that its material is easily accessible 
and can be repeatedly obtained without risk to 
the patient and the methods are so simple as 
to be within the reach of every practitioner. 

A regular meeting of our branch was held at 
the Cook County Hospital, March 16, 1905, at 
8:30 P. M., our president, Dr. John A. Robison 
in the chair. 

Minutes previous meeting read and adopted. 
A short explanatory talk on the objects of our 
branch was given by Dr. Robison, after which 
Dr. Aug. Jacobson presented a specimen of 
double bladder, with a history of the case.” 

Dr. J. Scott Brown reported a case of supra- 
acromial dislocation of the clavicle with ana- 
tomical recovery without operation in a man 80 
years old. 

Dr. H. O. White read a paper “Feigned Preg- 
nancy with report of case.” 

The paper elicitei quite a discussion 
many valuable ideas were brought out. 

Owing to the lateness of the hour a paper, 
“Therapeutic uses of Drinking Water and some 
of its Dangers” by Dr. Eliza H. Root, was de- 
ferred to our meeting of April 19. 


per- 


and 


Feigned Pregnancy—Pseudocyesis. 
Mrs. T., Russian by birth, 30 years of age, 


married about 7 years, nullipara, housewife by 
occupation, consulted me in January, 1900, as to 
the cause of her sterility. She complained of 
severe dysmenorrhoea with very scanty men- 
struation and leucorrhoea. Otherwise, perfectly 
well, except some indigestion, accompaniei with 
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slight constipation and a marked degree of 
anemia. On examination I found the thoracic 
as well as the abdominal organs negative. 
Bimanual examination of the pelvic organs 
revealed the uterus and its appendages normal 
in size and position, freely movable, and absence 
of tenderness on external or internal palpation, 
but a very much contracted external and inter- 
nal os with a corporeal leucorrhoea. 


From the above examination ' presumed that 
the partial stenosis ani anemia were in all pro- 
bability the cause of the dysmenorrhoea, leucor- 
rhoea, and perhaps also of the sterility. I ad- 
vised forcible dilatation of the cervix under 
general anaesthesia and curettage. To this she 
readily consented, as she was extremely anxious 
to undergo almost any procedure in order to be 
relieved from the dysmenorrhoea and leucor- 
rhoea, ani perchance, from sterility. 

On February 11, 1900, I did the proposed 
work, and in addition introduced a specially- 
constructed hard-rubber stem pessary into the 
cervix, extending somewhat beyond the internal 
os, and left it there for about 8 weeks, in order 
to insure, if possible, permanent patulence. This 
procedure, together with the subsequent ad- 
ministration of Iron, Quinine, Strychnin and 
Arsenic in tonic doses, relieved her entirely 
from the dysmenorrhoea and leucorrhoea. She 
gained in strength and weight, and the anemia 
entirely disappeared. She remained fully hope- 
ful to conceive in the nearest future. 

After the elapse of a few months Mrs. T. 
again returned to me with the same question 
of sterility, and when after a careful examina- 
tion all the pelvic organs were found in perfect 
condition, and after a physical examination of 
her husband, as well as a microscopic examina- 
tion of the spermatic fluid proved negative, I 
advised her to wait, and that everything might 
be well in the future. 

She did not return to me any more, but as 
is usually the case with such patients, traveled 
around the city to find some one “willing to 
remove” the cause of her sterility. A year ago 
last January her husband told me that his wife 
consulted Dr. B. Van Hoosen of Chicago, who 
adviseil and operated on Mrs. T’. in order to 
remove the cause of sterility. About three 
months after the operation Mrs. T., missing one 
menstrual period, consulted her physician as to 
the cause of it, and was told that she had be- 
come pregnant. 

I was indeed exceedingly glad to hear it, 
knowing how extremely anxious that woman 
was to give birth. On December 17, 1904, Mrs. 
T., accompanied by her husband, came to my 
office to engage my services to her confinement. 
She claimed to be in the ninth month of preg- 
nancy. She gave me a clear history of the early 
signs of pregnancy,—the nausea, vomiting, the 
amenorrhoea, enlargement of the breasts with 
secretion of colostrum, enlargement of the 
abdomen, and the sensation of fetal motion, and 
that she had made every preparation for the 
impending labor. 

After a careful estimation of the symptoms 
and an equally careful local and combined ex- 
amination, I had no difficulty to convince myself 


of the true state of affairs. The instant | 
touched the cervix it was apparent that the 
uterus contained no fetus, at least no fetus nea: 
term, and although the abdomen was quite large, 
yet the outline of it was not like one usually 
seen at nearly full term in true pregnancy. 

1 have never seen a more pitiful and dis- 
tressing condition of both husband and wife 
than theirs after I had assured them that Mrs 
T. was not pregnant. At first she was full o! 
grief with tears rolling over her face in rapid 
succession, and a few minutes later she again 
and again insisted that she was pregnant and 
that I must acknowledge it, as it was impossib! 
for her as well as for her husband to be deceive.! 
by distinct fetal movements, and by the secretio: 
of milk from her breasts. She even accuse: 
me of purposely misleading her, stating that | 
might be dissatisfied because she allowed 
another physician to “remove the cause” of her 
sterility. Later on she wished her death, and 
repeatedly threatened to destroy herself rathe 
than suffer the possibility of not becoming a 
mother, and that this condition would kill her 
anyhow. In short, she absolutely refused to be 
comfortei in any way, shape or manner. Thei 
belief was grounded chiefly on the distinctness 
and force of the movements of the suppose 
fetus, but I became convinced after examinatio 
that it was strong peristaltic action of the in- 
testines misleading her, and that pregnancy w 
counterfeited with wonderful similarity. 

At last I proposed a consultation with any 
leading obstetrician whom she might choose, to 
which husband and wife readily consentei. I 
was mutually agreed to meet the following 4d 
at a chosen physician’s office at a certain tim: 
But I found myself disappointed when I learne:! 
the next day that Mrs. T. returned to her forme: 
physician who “removed the cause” of her 
sterility, and who even at this time assured Mrs 
T. of the existence of pregnancy, and that there 
was consequently no cause for her grief, an 
that everything would terminate happily in the 
very nearest future. In corroboration of the 
statement, the attending physician, placing the 
approximate date of delivery between the ith 
and 10th of January, 1905, accordingly took the 
patient to some private home for the purpos: 
to be confined. Mrs. T., remaining there unt 
the 15th of the same month without the desired 
result, was compelled to return to her home 
despair. 

My object in reporting this case is not for 
the purpose of recording a case of phant 
pregnancy, but to indelibly impress the impor'- 
ance of making a thorough bimanual exami! 
tion, and repeating the procedure, if necessary) 
on every woman who supposes herself to be 
pregnant and comes to engage our services for 
the impending labor. My curiosity was aroused 
as to the importance authors on Obstetrics at- 
tach to the question of examining women sup- 
posed to be pregnant. In looking through many 
of the Obstetric text books, I failed to find any- 
thing mentioned on that subject in the olde 
ones, such as Leishman, Cazeaux, Barnes, Play- 
fair, etc. 


Lusk: (Science and Art of Midwifery, 
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107) says: “Patients by their statements may 
in perfect good faith lead the physician into 
error.” 


Parvin in his book on Obstetrics, p. 179, says: 
“The practitioner who will avoid diagnostic 
error as to pregnancy must faithfully interro- 
gate all the changes, both organic and func- 
tional, in the maternal organism, and those 
which are caused by fetal development.” 


A most excellent article on the importance, 
advantages and desirability of always resorting 
to a most thorough examination, and if need be, 
repeated prior to the time of delivery, is given 
in “The Cyclopedia of Obstetrics and Gynecol- 
ogy (Vol. I), a practical treatise on Obstetrics 
by Dr. A. Charpentier, 1887.” 

I have consulted many of my professional 
friends in Chicago concerning this question, and 
I was indeed surprised with the reply; that un- 
less some special indication requires it, no ex- 
amination is attempted. It is my custom to 
examine every woman who comes to me with 
a supposed pregnancy, and I have found very 


few women, almost none, who would not submit: 


to the procedure if a proper explanation is 
made, or who will object to an examination for 
obstetric diagnosis. And unless my services are 
not engaged, I particularly request them to re- 
turn at a later date, for I never pronounce a 
positive diagnosis until the fetal heart sounds 
can be distinctly elicited. I therefore deem it 
the obstetrician’s duty to explain to the patient 
as well as to relatives, if any are present, the 
absolute necessity of more careful examinations, 
and to perform them with the utmost consid- 
eration, propriety and gentleness, for then and 
only then can the physician be prepared for the 
assumption of his professional obligations. I 
am convinced that every physician, in assuming 
the case of a woman supposed to be pregnant, 
should in the interest of his patient endeavor to 
ascertain not only the fact of the existence or 
non-existence of pregnancy, but also a positive 
knowledge, if possible, of all the data bearing 
upon the size of the pelvis, the condition of the 
soft parts of the mother, and the position of the 
child; and this information can only be obtained 
by careful, painstaking, and if necessary, re- 
peated combined examinations. Cases of false 
pregnancy are not so rare as the general prac- 
titioner is inclined to suppose, and I can cor- 
roborate my statement by no less an authority 
than Dr. More Madden of Dublin, who states 
in “The American Journal of Medical Science 
of 1890, p. 27,” that it occurs in nine cases out 
of ten of the kind in childless women extremely 
desirous of offspring.” 

Two varieties of Pseudocyesis are usually 
recognized: Local and Constitutional. 

The former is usually met with in those cases 
of severe dysmenorrhoea, where occasionally, 
or even at every monthly period an excessive 
development of the uterine mycous membrane 
takes place, and which becomes greatly vascular 
and swollen, being eventually thrown off in the 
form of a cast, resembling in every respect the 
decidual membrane formed in the early weeks 
of every true pregnancy. The expulsion of such 
Membrane is naturally accompanied with great 


505 


pain, and one can occasionally observe such a 
case associated with some of the ordinary sym- 
pathetic phenomena of pregnancy, such as: 
Morning vomiting, enlargement of the breasts 
with darkened areolae, etc. But the principal 
source and origin of all these phenomena chiefly 
depend upon the local changes in such a uterus, 
and therefore the subject properly belongs to 
Membranous Dysmenorrhoea, which is quite fa- 
miliar to all of us. 

Constitutional Pseudocyesis is a subject of 
greater interest for investigation; for here we 
see a patient before us who unhesitatingly and 
insistingly declares herself to be pregnant, and 
whose statement you will not doubt, unless, to- 
gether with the history, a very careful external 
and internal examination is performed. No 
class of patients are more unsatisfactory to 
meet with in practice than those now under con- 
sideration. The duty of a physician is very sel- 
dom more pleasant than when he is compelled 
to inform a woman, who for several months has 
faithfully believed herself to be pregnant, and 
has communicated this to her friends, and who 
has made all the necessary preparations for the 
welcome arrival of the new born, that she is not 
even pregnant. Again, if it happens that the 
attending physician neglects a thorough exam- 
ination, I repeat, bimanual, or makes simply a 
superficial one, and easily coincides with the 
patient’s opinion, he therefore makes himself 
a party in her self-deception; but as soon as 
the true state of the case comes to light, he will 
incur an almost incredible amount of odium 
from the patient, who makes him the scape-goat 
for all the bitterness for which a woman's pride 
is capable. 


As to the diagnosis, false pregnancy in the 
early stages is always a matter attended with no 
little difficulty, for the symptoms may, and quite 
often do, exactly simulate those of true preg- 
nancy in the same stage, but as the great diag- 
nostrician “Time” advances till after the fitth 
month, the positive signs cannot under any cir- 
cumstances be counterfeited. Indeed it is very 
possible that in cases where women are anxious 
to be thought pregnant, to consciously contrib- 
ute to the deception of the diagnostician by 
causing the abdominal muscles to become tense 
and rigid to such an extent that proper palpa- 
tion of the uterine tumor is rendered impossible, 
but to this end a few whiffs of chloroform will 
clear up every doubt. 





Very Strange. 
Dr. Eury Strange who is attending the Marion 
Sims College, St. Louis recently visited Dr. Algy 
Strange his brother at Litchfield. 





Dr. W. K. Wright of Taylorville, has left 


for California to reside. The illness of Mrs. 
Wright made this necessary. 





Dr. and Mrs. Glidden of Danville, were enter- 
tained during the inauguration ceremonies at 
Washington by Speaker Cannon. 





Dr. C. G. Wilson of Shenandoah, Iowa, has 
located in Chicago. 
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ADAMS COUNTY MEDICAL SOCIETY. 
Regular meetings held in Quincy the second Mon- 
day of each month at 2 p. m. Membership 70. 
Officers. 

President Jno. A. Koch, Quincy 
First Vice Pres....... J. M. Grimes, Camp Point 
ee “Waee PUGBs oc ccccocecses H. Hart, Quincy 
Secretary Geo. E. Rosenthal, Quincy 

. Christie, Quincy 
Censors—Jos. Robbins, L. B. Ashton, E. B. Mont- 
gomery, Quincy. 

Delegate to the State Society, L. H. A Nick- 
erson, Quincy. 

Alternate to the State Society, R. J. Christie, 
Jr., Quincy. 

The March meeting of the Adams County 
Medical Society was held at Quincy, March 13th, 
with President Nickerson in the chair. 

Dr. W. W. Williams presented the following 
paper 6n “The Treatment of Mammary Tumor:” 

The treatment of benign tumors of the breast 
is usually by simple incision of the tumor, which 
is generally followed by rapid recovery. But I 
wish to devote my time to the discussion of the 
treatment of that dread disease, carcinoma of 
the breast. 

One should ever be mindful of the fact that 
internal metastases occur early, oftentimes be- 
fore we suspect them, and, therefore, not a day 
should be lost unnecessarily in waiting for an 
operation. It is very important to attack carcin- 
oma of the breast early, and I consider an oper- 
ation is indicated even in cases that are clinic- 
ally doubtful. 

Surgeons are aware that the prognosis de- 
pends upon the extent of the growth, and should 
expose all tumors for the purpose of diagnosis 
when carcinoma cannot be absolutely excluded. 
The surgeon should no more hesitate to make an 
exploratory incision to determine the nature of 
a tumor of the breast than in the case of obscure 
abdominal tumors. It is not right to keep a 
woman with a tumor of the breast that cannot 
be shown to be benign, under observation for 
months, make use of ointments, and finally be 
obliged to confess that the condition is carcino- 
matous. The most favorable time for operation 
has passei and the chances of recovery greatly 
diminished, as specimen No. 1 on exhibit proved. 
Mrs. O., age 45 years, first consulted me March 
18, 1900, at the request of the late Dr. Virgil 
McDavitt, who had charge of the case. The 
tumor of the breast had been discovered eight 
months before. I diagnosed carcinoma and ad- 
vised an immediate excision of the breast and 
axilliary glands, which she refused. I did not 
treat the case until April 23d, following. I did 
a Halsted’s operation, covered in wound with 
skin flaps, which healed nicely, but she died of 
metastasis twenty months later. Operation upon 
the breast for cancer and cleaning out of the 
axilla is not especially dangerous to life. The 
death rate is less than 1 per cent. Sepsis, heart- 


failure, emboli and hypostatic pneumonia are 
the chief causes of a fatal termination. I believ: 
that cancer of the breast in its early stages is 
local disease, and that a permanent cure is pos- 
sible by radical removal of the tumor. The con- 
dition never gets well of itself, and the result of 
other methods of treatment is extremely doubt- 
ful. A cure can only follow a radical operatio: 
I would not advise an operation in which there is 
extensive involvement of the skin or of the ribs 
and where there are immovable masses of glands 
in the axilla associated with neuralgia and dis- 
turbance of circulation. It is evident that m 
operation is possible when internal metaStases 
exist or when the woman is cachectic and ex- 
hausted. Enlargement of the clavicular and cer- 
vical glands should not deter surgeons from o)- 
erating, as they can be removed by extensive 
dissection, but when there are extensive glan:- 
ular involvement they should not be operated on 
as the results are unfavorable. 

It is absolutely necessary to remove the entire 
breast and at least the superficial fibers of the 
pectoral muscle in any cancer of the breast, no 
matter how small the tumor, and the axilla 
dissected even when no glands can be felt. Be- 
lieving that women are prone to overlook and 
then conceal mammary tumors, ani further, that 
general practitioners, who will be the first con- 
sulted, are not usually prompt in referring such 
cases as their gravity requires, axillary involve- 
ment will almost inevitably have taken place 
when the surgeon is first consulted. Prof .W 
L. Rodman, of Philadelphia, says: Upon this 
point I wish to speak positively, as I have nev« 
operated for scirrhous cancer where there w 
not both microscopical and macroscopical 
volvement of the axillary glands. 

Practically all of the fifty American surge: 
expressing themselves upon this point agr: 
that the axillary glands are invariably fou 
infected at operation. Therefore, in planning a 
incision, one should think as much of the ax 
as the breast, both for practical purposes, beins 
looked upon as certainly infectei. The nex 
thought should be of tissues probably infecte 
and under this heading will fall the interven 
lymph channels betwen breast and axilla. 
fascia covering the pectoralis major in most 
stances, and the sternal portion of the musi! 
itself (or glands within the substance) in a very 
much greater number of cases than hitherto 
suspected. It is certainly desirable to ren 
all infectei tissue en mass, thereby avoiding the 
liberation of cancer cells if it can be done with- 
out increasing the mortality, lengthening the 
convalescence or materially impairing the /a- 
tients subsequent usefulness. The operative 
mortality is so low that it may practically be 
disregarded, being very much less than minor 
operations on the breast were ten years “£¢, 
The convalescence is not much if at all, length- 
ened by the major operation; and large experi- 
ence has demonstrated that removal of the m"s- 
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cles does not permanently impair the function 
of the arm to a serious degree, save in a few rare 
instances, and then due chiefly’to loss of skin 
rather than muscle. Serious contraction of scar 
can, in a great measure, be prevented by 
Thierch’s grafts when needei. Be sure and re- 
move plenty of skin as you must remember that 
recurrence is very generally in the skin. 

As to the axillary glands, it may be said pos- 
itively that they cannot be removed entire unless 
the pectoral muscles are first cut away. 

Volkman was probably the first to remove 
the pectoral muscles, but to Halsted belongs the 
credit of first practicing removal of apparently 
healthy pectoral muscles as a routine matter. 
It is better, however, to reverse Halsted’s meth- 
od i. e. begin at the insertion and work toward 
instead of away from the sternum, for these rea- 
sons: (1). The axilla is uncovered at once, 
(2) hemorrhage is more easily controlled; (3) 
the axilla is cleared from above downward, 

id not from below upward; (4) the large, heavy 
mass containing the breast is not in the way, 
while the tedious axillary dissection is going on; 
(5) one can more readily and more certainly 
remove all infected tissue in one piece; (6) it 
makes unnecessary—and this is of the greatest 
importance—handling of the breast by surgeon 
and assistants, which may result in expressing 
cancer-cells upon healthy tissues. 

Drainage. It is my belief that drainage should 

lways be made after an axillary dissection, 
for unless it be done much time must be given to 
arrest every particle of hemorrhage, otherwise 

large clot will form in the dead space left be- 
hind and invite suppuration. Of twenty-five 
surgeons expressing themselves upon this point, 

| but three (Bloodgood, Halsted and Richard- 
son) invariably drain. The necessity for drain- 
age seems especially urgent when the axillary 
vein is injured; formerly all such cases ‘died; 
now they do not. 

Supraclavicular Glands: Halsted and his as- 
sociates at the Johns Hopkins remove the supra- 
clavicular glands in most cases, and this should 
be done if there is noticeable enlargement of 
these glands or if the subclavian chain of the 
axillary ones are at all enlarged they should be 
removed. 

Three-Year Limit: Most American surgeons 
do not regard the three-year limit as at all cer- 
tain and the general tendency is to extend the 
eriod to five years. 

Professor W. L. Rodman, of Philadelphia, says 

his investigation as to ultimate cure, six sur- 

eons (Abbe, Crile, Halsted, Powers, Warren 
and Rodman) reported 629 cases operated— 
favorable and unfavorable cases, of which 44.16 
per cent of cures, or patients who had passed the 
three-year limit without evilence of either local 
or general recurrence. Several of the cured were 
recurring ones, (Warren, Halsted, Ochsner, Pow- 
ers, Taylor, Park, Abbe, Willard, DaCosta and 
Richardson). Also Rodman reports one case of 
his own, operated upon for a second recurrence 
of a schirrhous carcinoma, was perfectly well 
more than six years after the third operation. I 
have one case that was operated on in Mitne- 
ipolis, Minn., followed by a return of the growth. 


I did a seconi operation and removed everything 
down to the ribs, cleared out the axilla, made 
skin flaps and closed the wound, which healed, 
and there has been no recurrence in eight years. 
This is the specimen I removed, No. 2. I oper- 
atei on a case of cancer of the breast of a lady 
who came from near Portland, Oregon, in 1885. 
removing the breast. I heard from her two 
years ago saying she was in good health. Her 
case had ben pronounced incurable by the phy- 
sicians before she came to me for operation. 
Conclusions. 

ist. An early diagnosis should be made and 
no time lost in waiting for an operation, as met- 
astases to the axillary glands and internal or- 
gans occur early, often before they are sus- 
pected. In 9 per cent of all cases it is impos- 
sible to make a clinical diagnosis. 

2nd. When in doubt as to malignancy, a 
complete operation should be arranged for; but 
before removing the breast an exploratory in- 
cision should be made into the growth, and a 
piece from near its center submitted to a com- 
petent pathologist, who, as a rule, will give an 
accurate report in ten minutes. If malignant, 
a complete operation should be done immedi- 
ately. In women past forty the chances in favor 
of malignancy are as 13 to 1, and should, there- 
fore, be assumei. 

3rd. Carcinomata of the sternal hemisphere 
are less common than similar growths in the 
axillary half of the gland, but are probably 
more frequent than they are thought to be. 
The prognosis is worse in them than in cancers 
of the axillary hemisphere. 

4th. Recurrence being usually in 
its removal cannot be too free. Skingrafting, 
or closure of the wound by plastic flaps, the 
preferable method, will frequently if not usually, 
be necessary. 


5th. The pectoral muscles, major and minor, 
should always be removed, regardless of infec- 
tion, so that all diseased tissues can be removed 
in one piece, and the axillary dissection both 
more thoroughly ani safely made. Their loss 
neither increases the mortality, lengthens the 
convalescence, nor seriously impairs subsequent 
usefulness of the arm. 

6th. The superclavicular glands should ke 
removed if palpably enlarged, or if the topmost 
axillary glands show microscopical involvement, 
otherwise their removal is unnecessary. 

7th. The wounds of the axillary vessels have 
been infrequent since the muscles have been re- 
moved as a routine practice. When occurring 
in an aseptic operation they have always been 
recovered from. Moreover, the edema following 
is inconstant and transitory, and never a trou- 
blesome symptom. 

8th. Drainage should always be made. 

9th. The three-year limit of Volkman is in- 
sufficient, and should be extended to at least 
five years. Recurrence may occur after ten or 
more years. 

10th. The operative mortality in 2,133 opera- 
tions performed since 1893, by twenty-one Amer- 
ican surgeons, was less than 1 per cent. This 
seems almost incredible when contrasted with 


the skin, 
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the 15 to 25 per cent mortality for incomplete 
operations on the breast in pre-antiseptic days. 

Opening the discussion, Dr. Robbins said that 
in the condition of chronic abscesses the nipple 
may be retracted and this would suggest car- 
cinoma. An equally suggestive feature was the 
wasting and apparently carcinomatous cachexia, 
which are both marked in chronic abscesses of 
the part. 

The differential diagnosis in these cases when 
of some considerable standing, is a matter in- 
volving anxiety on the part of the medical man. 

The neuralgic breast with radiating lancin- 
ating pains through the mammary gland and 
down the arm, the eventual nodulation and 
gradual enlargement of the nodules together 
with the possible condition of retracted nipple, 
also presents a state of difficult differentiation. 

Dr. Robbins reported a case in point as fol- 
lows: The patient, a female of middle age, had 
suffered for some time with pains of much 
severity in the affected breast. Retraction cf 
the nipple was present and was suggestive of 
carcinoma. 

The part had ben examined by surgeons and 
pronounced malignant; recovery was made, 
however, under local medication and strapping. 

Another case presenting a fistula of the 
breast from hardening of the milk duct was pro- 
nounced cancerous by an able surgeon. This 


also made a good recovery after irrigation and- 


mechanical support, patient living for some 12 
years thereafter. 

Dr. Montgomery thought the diagnosis of 
carcinoma not difficult in most cases. Chronic 
mastitis gives the patient much uneasiness; 
in these cases he found the iodides to be effi- 
cient. It was his opinion that the Halsted oper- 
ation was the most satisfactory. 

Dr. Nickerson had noticed frequent recur- 
rence and death after operative procedure for 
cancer. With regard to Halsted’s operations in 
three cases where this was performed with re- 
moval of the breast and axillary glands, the pain 
after operation was much greater from con- 
tracting scar tissue than that pre-operative. 
Lack of free arm movement was another disad- 
vantage that appeared post operative. 

Adjournment. 

The annual meting of the Adams County 
Medical Society was held in Quincy April 10, 
1905, President Nickerson being in the chair. 

Those present were: Drs. Ashton, Baker, 
Burch, Carter, Christie, Ericson, Fletcher, Gil- 
bert, Grimes, Hart, Knok, Koch, Montgomery, 
Nickerson, Nichols, H. P., Pfeiffer, Rosenthal, 
Reticker, Robbins, Rice, Williams, J. J., Wil- 
liams, W. W., and Wells. 

Dr. Carl Black, of Jacksonville, councilor 
for the Sixth District, adiressed the Society in 
his official capacity. He spoke upon medical or- 
ganization and advanced some excellent ideas 
for the promotion of interest at the meetings of 
medical societies. Among other things he sug- 
gested joint metings, for the mutual benefit of 
those meetings, with: 

1. Attorneys. 

2. Ministers. 
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3. Teachers. 

4. Barbers. 

5. Life Insurance Agents. : 

He touched upon the value and small individ- 
ual cost of protection against malpractice suit 
by organization, the average annual individual 
cost being about $1.00. 

The matters were discussed by the Society 
and a rising vote of thanks was extended to Dr 
Black. 


BRAINERD DISTRICT MEDICAL SOCIETY. 
Regular meetings held quarterly. Membership 8' 


Officers. 
P. H. Oyler, Mt. Pulaski 
C. A. Stone, Mason City 
H. S. Oyler, Lincol: 
Cc. C. Reed, Lincolr 


Secretary 
Treasurer 


The twenty-ninth annual meeting was held 
at Lincoln, April 27th, with a good attendance 

In the morning a memorial service for D: 
P. L. Dieffenbacher, of Havana, was conducted 
by L. L. Leeds of this city. 


The following officers were elected: Presi- 
dent, P. H. Oyler, Mt. Pulaski; first vice-presi- 
dent, C. A. Stone, Mason City; second vice-pres- 
ident, W. E. Guthrie, Bloomington; third vice- 
president, C. C. Montgomery, Lincoln; secretary, 
H. S. Oyler, Lincoln; treasurer, C. C. Reed, Lin- 
coln. 

The new members received were Messrs 
Bradburn and Cosby, Lincoln; James of Elk- 
hart; McClelland of Beason; Doudall and Wilco. 
of Clinton. 


CASS COUNTY MEDICAL SOCIETY. 


Regular meetings are held at Virginia the second 
Wednesday of each month. Membership 18. 


Officers. 


0 EE J. G. Franken, Chandlervil!: 
Vice-President J. M. Hubbard, Virginia 
J. A. McGee, Virginia 

Delegates to State Society—A. R. Lyle, Virginia 
Geo. Bley, Beardstown; J. A. Glenn, Ashland 
The Cass County Medical Society met in 
Virginia, Wednesday afternoon, April 12. A 
good representation of physicians of the Count 
being present, also Dr. C. E. Black, Distric' 
Councilor and Dr. J. A. Day, of Jacksonvill 
The regular order of business was passed ove 
after which Dr. Black gave a very interesting 
talk, outlining methods by which County So- 
cieties may maintain membership, also secur: 
good attendance at meetings, advising meetine 
between the County Society and various muni 
cipal boards for discussion of questions pertain - 
ing to general sanitation, also school boards 
and teachers for the purpose of discussion « 
school sanitation and adolescence in school chil- 
dren. Excellent points were made which wi! 
perhaps be acted upon by the Society in th: 
future. Dr. Day also commented on the subject 
touched by Dr. Black. Dr. L. M. Sinker, present- 
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ed an interesting clinical case of Hysteria in a 

young girl, which developed after a dog bite, 

the Hysterical paroxysms simulating convul- 

sions in Hydrophobia, which was discussed by 

Dr. Glenn and others present. This meeting 

being the annual meeting, officers were elected 
above. 

Our society while not growing in numbers 
especially, is however, growing in influence. In 
the County much good to the physician has 
already been accomplished and we hope to ac- 
complish even more. Our next meeting will be 
held in Virginia the second Wednesday in May, 

which time Dr. A. R. Lyle wil! present a 
paper on Anesthesia in Labor, which will prove 

interest to all. 


CLARK COUNTY MEDICAL SOCIETY. 


Regular meetings are held at Marshall, quarterly. 
Membership 12. 
Officers. 
President 
Vice-President 
Secretary- Treasurer 
Delegate 


Rowland 
Ryerson 


Drs. Hall, Prewett, H. W. Haslit 
Committee on Program and Scientific work— 
Drs. Duncan, Bradley and L. J. Weir. 


The Clark County Medical Society met at 

e Court House, Marshall, April 13, 1905, at 2:00 

m., called to order by President Hall. Mem- 
bers present: Hall, Rowland, Bradley, Pearce, 
H. W. Haslit, L. J. Weir, John Weir and Ryerson. 

Dr. Rowland reported a case of Imperforate 
Hymen in a woman married twenty years. Dr 
Hall reported a case of a woman who suffered 
painful coitus caused by irritation of bladder, 

companied by blood in the urine frequently. 
Trouble has continued for years. 


Dr. Rowland presented an interesting paper 
| obstetrics, dwelling especially upon manage- 
ent of the ordinary case of confinment, many 
actical points being made. He described his 
plan in detail, of waiting on a case. A lengthy 
and valuable discussion of the whole subject 
obstetrics followed, participated in by all 
esent, each man telling in detail just how he 
inages the ordinary case and also the com- 
plications. Eclampsia, Placenta Previa, Post 
‘artum Hemorrhage, etc. The use of chloroform 
is cussed and discussed and the fact probably 
mains that some use it too much and others 
it enough. If only used for an hour during pains 
ly, and never to complete anaesthesia (ex- 
pt possibly in some cases when the last two 
three pains are quite severe and perineum 
rigid) it is permissible in quite a number of 
ses. Forceps is applied often times without 
chloroform. Several members very seldom use 
an anaesthetic. Morphine % to% er. is used at 
e beginning of tedious labors frequently les- 
n suffering and give a few hours rest. 
Officers for the ensuing year were elected 
= above. 
Upon motion of Dr. Ryerson, Martinsville 
as selected to be our next place of meeting, it 
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was considered better to meet in other cities 
than the county seat, at times. 

Nephritis was chosen as the subject for next 
meeting. 

Society adjourned. 


DEWITT COUNTY MEDICAL SOCIETY. 


Regular meetings are held in Clinton on the second 
Tuesday of January, April, July and 
October. Membership 25. 


Officers. 


President J. M. Wilcox, Clinton 
Vice-President G. M. Robertson, Wapella 
Secretary and Treasurer, A. E. Campbell, Clinton 
Delegate to State Society J. H. Ty'ter 
Alternate 3e0. S. Edmonson 

Censors—W. E. Chalstran, Lane, 1 year; W. 
E. McClellan, Beason, 2 years; G. G. Dowidall, 
Clinton, 3 years. 

The annual meeting of the DeWitt County 
Medical Society was held on Tuesday, April 11, 
in the county court room. The attendance was 
large. A new constitution was adopted which 
would harmonize with our state and national 
constitutions. It was agreed to include the fee 
bill end a brief historical sketch of the early 
practitioners of this county and the same pub- 
lished in pamphlet or book form. 

Dr. Campbell reported that he had been 
called to assist Dr. Craig in a case in Logan 
county. He was told that the man was poor and 
unable to pay; a few days later he received word 
from the supervisor of that township that if he 
would render a bill for his services he would see 
it was paid. The doctor obeyed the order an? 
in due time received a certified check for the 
amount. Dr. McClellan said he had practiced in 
Logan county over twenty years and never had 
a bill ignored or turned down; they were always 
paid in full without a word. Dr. Edmonson said 
in Macon county the bills presented for pauper 
patients were always paid in full without a 
word. This was contrasted with the actions of 
the supervisors of this county who either ignored 
doctor bills, fought them in the courts or turned 
them down entirely, ani was designated as un- 
fair and unjust. 

Dr. Robertson reported an 
of albuminuria in pregnancy. 

Dr. Wilcox read a paper which was well re- 
ceived. 

It was agreed to change the hour of meeting 
from 1:00 p. m. to 10:00 a. m. 

Society adjourned to meet the second Tues- 
day in July. 


interesting cease 


MORGAN COUNTY MEDICAL SOCIETY. 


Regular meetings are held in Jacksonville the 
second Thursday of each month. 
Membership j2 
Officers. 

President J. W. Hairgrove, Jacksonville 
Vice President..Josephine Milligan, Jacksonville 
Secretary-Treasurer....D. W. Reid, Jacksonville 


The regular meeting held April 13th, at 8:99 
p. m., in the assembly room of the public library, 
was aldressed by Dr. J. W. Pettit, superintend- 
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ent of the tent colony for tubercular patients at 
Ottawa, Ill, who was heard by an audience 
which was limited only by the capacity of the 
room. 

Dr. Pettit’s address discussed the terrible 
ravages which consumption is making in this 
country and the whole world, and of the proper 
means to be taken for checking its spread. The 
movement which he represents was explained 
in full, and it was urged that people in general 
ani especially physicians should use their influ- 
ence toward widening the scope of the work and 
making it more effectual. At the conclusion of 
the lecture about an hour was spent in discuss- 
ing questions relating to the subject, many of 
the laity as well as of the profession participat- 
ing, and all the different phases of the subject 
were in this manner covered. 


PULASKI COUNTY MEDICAL SOCIETY. 


Regular meetings are held in Mouad City the first 
Tuesday in January, April, July and October. 
Membership 16. 


Officers. 

President . J. Bosweil 
We BOOMS, oc ccccccccccsccees Monroe Doty 
Secretary and Treasurer A. W. Tarr 

The Society met on Tuesday, April 4th, and 
elected the above officers. Several interesting 
papers were read and discussed. Dr. J. F. Har- 
gan was appointed a delegate to the State &o- 
ciety. 


DISTRICT MEDICAL SOCIETY OF CENTRAL 
ILLINOIS. 


President Hillsboro 
ist Vice President....F. J. Eberspacher, Pana 
2nd Vice President....Frank Dauld, Shelbyville 
Secretary . C. Danford, Pana 
Treasurer . N. Nelms, Taylorville 


The thirty-first annual meeting of the Dis- 
trict Medical Society of Central Illinois convened 
in Pana April 25th, and was largely attended by 
physicians from over the central part of the 
state. The reports of the various officers showed 
the society to be in better condition both in 
membership as well as financially, than ever be- 
fore in the history of the society. The meeting 
went in session at 11:00 o'clock, when Dr. Mam- 
men, of Bloomington, held an Orthopaedic Clinic 
at the city hospital. The examination of several 
patients were made after which the following 
programme was reniered: “Can the Mind be 
Diseased,” Amos Sawyer, M. D., Hillsboro; 
“Fractures,” Dr. Will Wood, Decatur; “Appen- 
dicitis,” J. M. Little, Rosemond; “Extra Uterine 
Pregnancy,” Dr. G. N. Kreider, Springfield; 
“Foreign Bodies in Air Passages,” Dr. W. H. 
Sparling, Moweaqua; H. B. Milhon, Millersville. 

Officers were elected as above. 


The next meeting will be held in 
last Tuesday in October. 


Pana the 
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DECATUR MEDICAL SOCIETY. 


Regular meetings are held in the Decatur Club 
Rooms the fourth Tuesday of each month 
Membership 62. 


President E. J. Brown, Decatur 

Vice President Ellen F. T. Grimes, Decatur, 

Secretary-Treas........ Benj. Bachrach, Decatu: 

Board of Censors: E. A. Morgan, F. M. Ander- 
son, J. Stebbins King. 

Program Committee: W. C. Bowers, Chairmar 
E. J. Brown, W. C. Wood, A. Wilhelmy, L. M. 
Barnes. 

Delegate to the State Society: Cass Chenowet 
W. C. Bowers, E. J. Brown. 


The fourth annual banquet of the Decat 
Medical Society was given April 25th at the s 
Nicholas hotel. An elaborate dinner was serve 
to the fifty members and guests who were pres- 
ent. Dr. L. Barnes, retiring president of t! 
society, acted as toastmaster. 

Dr. Hugh T. Patrick, of Chicago, was t 
guest of honor, and gave an address on the diae- 
nosis of hysteria. 

A number of guests from Springfield we 
present including Drs. E. E. Hagler, L. C. Ta 
lor, S. E. Munson, R. D. Berry and B. B. Griffit! 


GALLATIN COUNTY MEDICAL SOCIETY. 
Regular meetings are held the second Wednesid 
of each month. Membership, 16. 


. Officers. 
President J. N. 


Vice President or e 
Sec. and Treas...W. H. 


Bourland, Equality 
Foster, New Hav: 
Grattan, Shawneetown 


The Gallatin County Medical Society met i 
regular session at Dr. Bowling’s office in Shaw- 
neetown, April 12, 1905. In the absence of Pres- 
ident Bourland, Dr. Foster presided. The se - 
retary read the minutes of last meeting whi 
were approved. Members present, Drs. T. 
Jones, Paul Sherman, A. B. Capel and J. W 
Bowling. 

A paper, title, “Summer Diarrhoea in Ch 
dren,” was read by Bowling and discussed |! 
all present. 

The above officers were elected by acclam 
tion for the ensuing year. On motion, the pre 
ident was instructed to appoint a delegate to t! 
Illinois State Society meeting May 16-18, 1905 

Drs. Grattan, Sherman and Capel were s- 
lected to prepare a program for the next me¢ 
ing which will be held at New Haven May id 
at 1:00 o’clock p. m. We hope to have a zg 
attendance at this meeting. 


JO DAVIESS COUNTY MEDICAL SOCIETY. 


President . C. Czibulka, Warr: 
Vice President T. J. Stafford, Stock 
Secretary and Treasurer..D. G. Smith, Elizab« 
Censors: H. F. Gunn, H. B. Gratiot, C. 
Wright. 
Delegate, U. S. Lewis; alternate, H. T. Godf: 
Membership, 30. 


The Jo Daviess County Medical Society h* 
its fifth anniversary meeting at the Grand Ari 
hall, Warren, Ill., April 20, 1905, the presid 
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the chair and the following members present: 
adig, Keller, Tyrrell, Lewis, Kreider, Smith L 

Czibulka, Smith D. G., Phillips, Buckman, 
ratiot, Grassan, Wright, Gunn, with Dr. Kea 
f Stockton as a visitor. 

Minutes of previous meeting read and ap- 
I oved. 

The first essayist being absent, a motion was 
maie to go ahead with the business part of the 
rogram. 

The president appointed a committee com- 
posed of Lewis, Kreider, Smith I. C., to divide 
he county members into four districts for enter- 

inment, also an auditing committee composed 

Nadig, Tyrrell and Keller. 

Dr. Czibulka moved that $5.00 be added to 

e secretary’s salary for the past year. Motion 

rriei. 

The secretary moved that the chair appoint 

nominating committee to nominate two can- 

dates for each office. Motion lost. 

The committee, on dividing the county then 

ide the following report: 

Galena Division—Godfrey, 
Weirick, Smith W. A., Jacobs. 

Warren Division—Czibulka, Keller, 
Phillips, Buckman. 


Gunn, Beuch, 


Grassan, 


Elizabeth Division—Smith D. G., Nadig, Mil- 
ler, Egan, Wright. 


Stockton Division—Smith I C 
Lewis, Kreider, Tyrrell. 


The auditing 
wing report: 


. Stafford, 


committee presented the fol- 
Cash on hand at beginning of year 
Recetas GHP GOO cc cccccessccesoeccseses 


Total 


Expeniitures for year just ending includ- 
ing State Society dues, printing and sec- 
retary’s salary 


Balance on hand 


Dr. Grassan then read a paper on “Diabetes 
Mellitus.” The discussion was opened by Dr. 
Czibulka, who suggested paraffine. Dr. Phillips, 
Kreider, Keller, folloiwed with some remarks. 


Adjourned for dinner. 
The president delivered his annual address. 


Election of officers was next taken up and 
sulted as above. 


Paper read by D. G. Smith on 
Discussed by Kreider and Phillips. 


Dr. Lewis then moved and was seconded by 
Kreider, “‘That inasmuch as there was money in 
the treasury the dues should now be reduced to 
$3.00 per annum.” This motion was declared to 
be unconstitutional, and Dr. Tyrrell then moved 
that the secretary donate $2.00 to each member 

s he pays his year’s dues. After some discus- 
sion the motion was voted on and was ¢arried. 


Galena was selected as the next place of 
meeting. 


“Neuritis.” 
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SANGAMON COUNTY MEDICAL SOCIETY. 


Regular meetings are held at the Lincoln Memorial 
Library in Springfield the second Monday of 
each month at 8 p.m. Membership 75. 


President ;. 
Vice President R. D. 
Secretary-Treasure 


on, Springfield 
erry, Springfield 


R. ~ yh S$ riieoior 
or 


Society held 
meeting in the Lincoln Li- 


Cc. 
Directors, S. R. Hopkins, E. E. Hagler, A. 


The Sangamon County Medical 
its regular monthly 
brary April 10, 1905. 

The president and vice president being absent 
the meeting was presided over by Dr. Munson. 
There were sixteen in attendance including Drs. 
S. W. Shurtz of Champaign, C. R. Bell and J. 
H. Utley of Thayer. 

Minutes of the February 
ani approved. Dr. Bell's name was proposed for 
membership. Drs. A. R. Trapp and W. A. Hal- 
bert were elected to membership. Bills covering 
the current expenses of the society for March 
and April amounting to $10.75 were read and or- 
dered paid. 

Dr. Kreider offered the following resolution: 

Resolved, that it be the sense of the Sanga- 
mon County Medical Society that our represen- 
tatives in the 44th General Assembly be request- 
ed to oppose the passage of Senate Bill No. 311 
and House Bills No. 228 ani 229. Dr. Hopkins 
offered to amend the resolution by having a com- 
mittee appointed to explain to the said repre- 
sentatives why the above bills should be opposed. 
The motion as amended carried and the chair 
appointed Drs. Kreider, Hopkins and A. [P.. Tay- 
lor on the committee. 

The literary exercises of the evening con- 
sistei of papers on the folowing subjects: “The 
Faucial Tonsil,” by Dr. A. E. Prince and “Par- 
oxysmal Tachycardia,” by Dr. A. L. Brittin. 

Dr. Prince emphasized the importance of 
thoroughness in removing adenol, saying that 
the unsatisfactory results so often following 
the operation were due to obstruction remain- 
ing after the operation. This obstruction often 
consists in a thickened turbinated bone, a de- 
flected septum or even a portion of the adenoid 
mass. An anesthetic should always be usel. 
The author has devised an instrument which 
he introduces through the nares and bites off or 
tears out such obstructing bodies. He said that 
the symptom of respiratory obstruction was 
more often caused by adenoids than tonsils. 

He prefers total extirpation of the tonsil to 
tonsilotomy since the stump of the severed gland 
does not always shrink ani may become a port 
of entry to infection. This operation he per- 
forms by grasping the tonsil with an Ingal’s 
forcep and clipping away the base with a scis- 
sors. The paper was practical and interesting 
and was generally discussed. 

Dr. Britin reported an interesting case of 
true paroxysmal tachycardia occurring in a 
woman somewhat past middle age. Often, 
while in good health, she would be seized with a 
paroxysm during which the pulse would reach 
180 per minute. The duration of the attacks 
varied from a few minutes to several hours. 
During the seizure the patient felt a sense of 
fulness and tension in the head which was re- 


meeting were read 
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lieved at once when the attack had passed. Her 
heart shows no organic lesion. The case is 
an historic one, having engaged the efforts of 
several able physicians, but so far all therapeu- 
tic efforts have failed. Several similar cases 
were reported during the discussion, but all 
were agreed that as yet no efficient treatment 
is known for this enigmatical condition. 

The meeting closed in form to meet in one 
month. 


ST. CLAIR COUNTY MEDICAL SOCIETY. 
Regular meetings are held at Priester’s Park, Belle- 
ville, the first Thursday of January, April, 
July and October. Membership 81. 
Officers. 

President Cc. H. Starkel 
Vice President Ww 

Treasurer 
Corresponding Secretary 
Recording Secretary 

The St. Clair County Medical Society met in 
regular session at Priester’s Park on January 
5, 1905, with President Starkel in the chair. 

In the absence of the recording secretary 
Dr. W. S. Wiatt was appointed secretary pro 
tem. 

The amendment to the constitution which 
was submitted at the last meeting proposing a 
change of times of meeting from monthly to 
quarterly, was read, and on motion was adopted. 

The report of the treasurer was read, and on 
motion was accepted. 

A vote of thanks was tendered Dr. Hansing 
for his services. 

Dr. Hansing reported a case of spinabifida. 

Dr. Fairbrother reported a case of typhoid 
fever. 

Dr. Zimmermann reported a case of typhoid 
fever followed by periostitis of the tibia. Also 
a case of remittent fever. 

Dr. W. E. Wiatt reported a case of typhoid 
fever. These cases were all thoroughly dis- 
cussed by the members present. 

On motion a committee on scientific program 
was appointed as follows: Drs. Lillie, Fair- 
brother and J. W. Twitchell. 

Society adjourned. 


The St. Clair County Medical Society met 
in annual meeting at Priester’s Park, on Thurs- 
day, April 6, 1905, with Dr. W. E. Wiatt, vice- 
president, in the chair; Dr. Portuondo, recording 
secretary; Dr. Lillie, corresponding secretary; 
Dr. Hansing, treasurer. 

The report of the treasurer was presented 
and accepted. 

On motion a wmmittee of three, consisting 
of Drs. Gunn, Campbell, and Raab, was ap- 
pointed to nominate officers for the ensuing year. 

The committee reported the following names: 
For president, W. E. Wiatt; for vice-president, 
H. E. Wangelin; for corresponding secretary, 
Geo. E. Hilgard; for treasurer, J. W. Rendleman; 
for recording secretary, W. C. Spannagel. 

On motion the report of the committee was 
accepted and the committee discharged, and the 
secretary instructed to cast the vote of the 
Society ° «+ those named by the committee. 
This was done and they were declared elected. 

A vote of thanks was tendered the retiring 
officers for the very efficient service they had 
rendered the Society. 


Dr. W. S. Wiatt read a paper on “head in- 
juries.” 

The Board of Censors reported favorably o: 
the application of Dr. U. S. Short, of East S: 
Louis, and he was accordingly elected to mem 
bership. 

Dr. J..W. Twitchell reported a case of re- 
covery from a gunshot wound of the abdome: 
with perforation of the intestines, without op- 
eration. The report is as follows: On Apri 
lv, 1902, my brother and myself were called t 
attend Mr. L., and found him suffering from two 
gunshot wounds of the abdomen. Upon exam 
ination we found that the gun from which th 
shots were fired was of twenty-two calibr 
The physical examination showed that one bul 
let had entered the body about three inches be- 
low, and two inches to the right of the ensiforn 
cartillage. Probing was not employed beyon 
ascertaining the direction taken by the bulle 
after it entered the body. This bullet followe: 
the belly muscles around the left side of the ab 
domen and lodged in the lumbar muscles of th 
back where it could be easily located by the tu 
mor which it produced, and also by the X-rays 
by placing the fluoroscope to the back. Th 
other ball entered the body about four inche 
below, and about five and one-half inches t 
the right of the tip of the ensiform cartillag: 
and ranged downward and to the right, bu 
could not be located. Patient complained o 
slight pain in the region of the cecum. Shock 
was not severe, so we decided to put the patien 
to bed and wait developments; withholding a! 
food, water only being given in small quantities 
and at regular intervals. All bowel movement 
were watched, and as no unfavorable symptoms 
developed this treatment was continued. 0: 
the eighth day the bullet was found with th 
stools, having passed per rectum. The sam: 
treatment was continued for eight days longer 
when food was allowed. On the twentieth day 
after the accident recovery was complete anid 
the patient was discharged. . Three years hav: 
now elapsed since the accident and no unfavor 
able abdominal symptoms have developed. 

Dr. Campbell, in commenting on this cas: 
said it was one of the happiest outcomes o! 
which he had ever heard. 

Dr. Little said it was a very rare occurrenc: 
and that it was interesting to have such pu 
on record. 

Dr. Fairbrother said it was a most remark- 
able case and worthy of record. 

Announcement was made that refreshments 
were ready, and on motion the society adjourned 


VERMILION COUNTY MEDICAL SOCIETY 


Regular meetings are held the second Monday of 
each month in the city hall, Danville, 
at 8:30 p. m. Membership 71. 


President 
Vice President S. L. Landauer 
Secretary-Treasurer Cc. E. Wilkinson 
Board of Censors—H. F. Becker, Joseph Fair 
hall and Benj. Gleeson. 
Delegates—T. E. Walton and R. A. Cloyd. 
The Vermilion County Medical Society w 
called to order in the council chamber April 11th 
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ut 8:30 p. m., and in the absence of the president 
A. J. Leitzbach presided. 

The minutes of the last meeting were read 
and adopted. 

Members present—A. J. Leitzbach, Leroy 
Jones, J. M. Wilkins, Joseph Fairhall, H. F. 
Becker, Robt. McCaughey, A. M. Miller, C. P. 
Hoffman, E. M. Smith and C. E. Wilkinson. 

The report of the committee on printing con- 
stitution was adopted and the committee dis- 
charged. The secretary is now supplied with 
constitutions and by-laws for distribution to the 
members. The bill for printing constitution and 
by-laws was presented and ordered to be paid 
yy the secretary. 

The first paper of the evening was presented 
y C. E. Wilkinson on the “Relation of the 
Heart and Kidneys in Disease.” 

After discussion by Drs. Fairhall, Miller, Mc- 
Caughey, Jones, Wilkinson and others the dis- 
cussion was closed by the essayist. 

The second paper on the “Treatment of Ne- 
phritis” was ably presented by Dr. Leroy Jones} 
The subject was presented by giving the classi- 
fication of the different forms of Nephritis and 
then took up the different points in the treat- 
nent, as to diet, medicine and the importance 
of the manner of living in those suffering from 
any form of Nephritis. The subject was “pre- 
sented in an able and instructive manner and a 
discussion followed in which H. F. Becker and 
others took part. The essayist closed the dis- 
cussion. 

Dr. Leitzbach reported an interesting case 
in which high temperature 103° to 105° contin- 
ued for several weeks and was not affected by 
the use of antipyretics and cold baths. Widall 
and Diazo tests were negative. A positive di- 
agnosis was not made in the case. 

Dr. Robt. McCaughey reported an interesting 
case of hemianesthesia in which a diagnosis was 
made of toxic condition producing the anesthe- 
sia. 

The society adjourned to meet 
Monday evening in May. 


the second 


The regular monthly meeting of the Vermil- 
ion County Medical Society was held in the 
Council Chamber March 13, 1905, with the pres- 
ident in the chair. 

The minutes of the last meeting were read 
and adopted. 


The Committee on County Fee Bill reported 
recommending the Tri-County Fee Bill for 
County Fee Bill. After some discussion the 
bill was referred back to the committee to take 
further action and report at the next meeting. 

The committee on printing the constitution 
and by-laws reported and the society instructed 
the committee to have the printing done before 
the next regular meeting. 

A resolution was passed recommending t« 
his Excellency, Gov. Chas. S. Deneen, the name 
of Dr. J. W. Pettit for the position of secretary 
of the State Board of Health. 

A communication from the secretary of the 
State Board of Health in regard to containers 


513 


for sending specimens to the laboratory estab- 
lished by the Board of Health for bacteriorlog 
ical research was read after which the secretary 
was instructed to send for a supply of the con- 
tainers and have in readiness for physicians use. 

The first paper of the evening was presented 
by Dr. Benj. Gleeson on “Relation of Iritis to 
Systemic Diseases, its Diagnosis and Treat- 
ment.” 

The essayist presented the subject in a very 
interesting manner, laying stress on the import- 
ance of an early diagnosis. 

The discussion was opened by Dr. I. E. Hus- 
ton followed by Dr. E. E. Clark and closed by 
Dr. Gleeson. 


The second paper of the evening on “Indica- 
tions and Contra-Indications for Operation on 
the Mastoid,” was ably presented by Dr. E. E. 
Clark. The essayist emphasized the necessity 
of operation on all cases of chronic suppurative 
Otitis Media and said that the operation if care- 
fully performed always proved successful. 

Dr. Benj. Gleeson opened the discussion stat- 
ing that statistics were not sufficiently favora- 
ble to operative proceedures to justify operat- 
ing on all cases but thought that operation was 
indicated at times. Dr. Huston followed in the 
discussion and the discussion was closed by the 
essayist. 

Members present—F. N. Cloyd, Joseph Fair- 
hall, E. E. Clark, H. F. Becker, A. J. Leitzbach, 
R. A. Cloyd, W. A. Lottmann, I. E. Huston, E. 
B. Coolley, Solomon Jones, M. Sahud, Benj. 
Gleeson, C. P. Hoffman, H. S. Babcock, V. C., 
T. Kingsley, S. M. Black, A. M. Miller and C. 
E. Wilkinson. 

Visitor—Dr. Goodwin of Fairmount. 


Meeting adjourned to meet the regular meet- 
ing in April. 


WAYNE COUNTY MEDICAL SOCIETY. 
Regular meetings held in Fairfield the second Wed- 
nesdays of January, April, July and Octo- 
ber. Membership, 20. 


Officers. 


W. M. Johnson, Johnsonville 
J. D. Harlan, Fairfield 

J. P. Walters, Fairfield 
Treasurer ° F. Bean, Fairfield 
Censors: T. J. Hilliard, Jeffersonville; W. C. Sib- 
ley, Fairfield; B. E. Garrison, Wayne City. 


President 
Vice President 
Secretary 


The society met in Drs. Walters and Harlan's 
office, Wednesday, April I2, 1905, President W. 
M. Johnson in the chair. 


The regular program was not carried out but 
the afternoon and evening was spent in rem 
iniscences, detailing cases and narrating inci- 
dents by different ones present which was 
highly relished by all those present. 


Before separating it was decided to hold @ 
meeting some time in May to elect officers for 
the ensuing year and to transact whatever bus- 
iness may come before the society. 


The annual dues were paid by those present 


and the society adjourned to meet in Fairfield in 
May, the exact date to be fixed later. 





COUNTY SOCIETIES. 


McLEAN COUNTY MEDICAL SOCIETY. 
Regular meetings are held in Bloomington the first 
Thursdey of ee Membership 95. 

cers. 


President A. L. Fox, Blomington 
Vice President W. R. Shinn, Chenoa 
Sec’y-Treas...... Robert A. Noble, Bloomington 
Board of Censors: J. K. P. Hawks, chairman; 

E. L. Brown and J. L. Yolton. 
Delegate to State meeting, F. C. 

The regular meeting of the McLean County 
Medical Society was called to order by the Pres- 
ident, F. C. Vandervort, at 8:00 p. m. The min- 
utes of the previous meeting were read and ap- 
proved. 

The Secretary reported for the Committee on 
Publication, that the Pantagraph Printing and 
Stationary Co., were the best equipped and had 
submitted the most satisfactory price on the es- 
timate of the publication of the History of the 
McLean County Medical Society. Upon mo- 
tion of Dr. J. B. Taylor, the incoming president 
and the present committe were instructed to 
complete arrangements with the above company 
and have the history published. 

Dr. W. E. Guthrie reported for the Committee 
on Banquet for the May meeting. He was in- 
structed to charge $1.50 per ticket. Any expense 
in excess of the receipts from the sale of tickets 
is to be paid for out of the treasury. 

A communication from Dr. C. E. Black was 
read stating the report that Dr. Black had made 
to the council regarding the report of the Com- 
mittee of Arrangements for the last Annual 
meeting of the Illinois State Society. Same was 
ordered placed on file. 

Communication from Dr. C. E. Black regard- 
ing the proposed bill now before the Legislature 
to place an Osteopath on the State Board of 
Health. A copy of the letter sent to each of the 
members from this district was read together 
with the impertinent reply of the Dishonorable 
Senator Stubblefield. 

The report of the treasurer was read, show- 
ing a balance in the treasury after all bills to 
date were paid, of $126.65. 

Dr. C. E. Chapin moved that the secretary be 
allowed $25.00 for his services as secretary- 
treasurer for the year 1904; seconded by Dr. T 
W. Bath. Motion carried. 

This being the annual meeting of the Society 
the election of officers for the ensuing year war 
held and resulted in the election of the above 
members to serve the society for the year 1905. 

This being the completion of the regular or- 
der of business, Dr. G. N. Kreider, Editor of the 
Illinois State Medical Journal, was introduced 
and presented an interesting and instructive 
paper on “Senile Gangrene.” 

Dr. Kreider laid special stress on the import- 
ance of making the amputation high above the 
seat of the gangrenous area and emphasized thd 
point that it was useless to wait for the so-called 
line of demarcation. 

The series of cases presented by Dr. Kreider 
shows most excellent results, only one case hav- 
ing died in less than one year following the op- 
eration. 

The Society expressed its thanks to Dr. Krei- 


Van lervort. 


der for the very excellent presentation of this 
subject and congratulated him upon his excellent 
result. 


MASON COUNTY MEDICAL SOCIETY. 


Regular meetings held monthly in the various towns 
of the county. Membership 10. 


Officers. 
H. H. Hanly, Havan:t 
. A. Stone, Mason City 
Secretary-Treasurer..../ A. L. Cook, Mason City 
Delegate to State Society, A. G. Servoss, Havana 


The second quarterly meeting of the Mason 
County Medical Society was held in Havana 
April 3rd. The above officers were elected for 
the present year. 


ROCK ISLAND COUNTY MEDICAL SOCIETY 
Regular meetings are held bimonthly at Rock Island 
on the second Tuesday. Membership 56. 

Officers. 
G. L. Eyster, Rock Island 
. H. Gardner, Moline 
J. H. Long, E. Moline 
Secretary R. Dart, Rock Island 
Treasurer . E. Asay, Rock Islan 
Official Reporter .F. H. First, Rock Island 


2nd Vice President 


. a 

The annual meeting of the Rock Island Medi- 
eal Society was held at the Harper House 
Rock Island, on Tuesday evening, April 11. 

There were thirty-one members present. This 
being the annual meeting, no set program hac 
been prepared, and the evening was devoted t: 
the business of the society. The officers as abov: 
were elected for the ensuing year. 

The retiring President, Dr. L. D. Dunn, wa 
elected as our delegate to the State Society, with 
Dr. G. A. Wiggins as alternate. 

The report of the treasurer showed all bill 
paid, with a balance of $43.00 on hand. 

After the meeting a very enjoyable luncheon 
was served. 


New Incorporations. 

The Secretary of State at Springfield has 
licensed the following corporations: 

Liqueadium company, Chicago; capital, $25.,- 
000; manufacturing medical preparations; in 
corporators, George W. Matthews, Walter Stokes 
and Drummon O. Scott. 

Anti-Septox Medicine company, Chicago 
capital increased from $5,000 to $10,000. 

Methodist Episcopal Deaconess society, Chi 
cago; number of directors decreased from eigh- 
teen to five. 

Illinois X-ray and Electro-Therapeutic labor 
atory, Chicago; dissolved. 

The Surgical Publishing Company of Chica 
go, Chicago; capital, $25,000; print and publis! 
medical books, journals, ete.; incorporator: 
Frank H. Martin, Albert Goldspohn, Frederic! 
A. Besley. 

La Salle Avenue Hospital and Training 
Shool for Nurses, Chicago; name changed 
Lincoln Park Hospital and Training Schol f: 
Nurses; capital stock increased from $2,500 to 
$60,000. 
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NEXT ANNUAL SESSION, ROCK ISLAND, MAY 16, 17, 18, 1905. 


OFFICERS: 


PRESIDENT—W. E. QUINE, Chicago. 
FIRST VICE PRESIDENT—H. C. MITCHELL, Carbondale. 
SECOND VICE PRESIDENT, J. F. PERCY, Galesburg. 
SECRETARY—EDMUND W. WEIS, Ottawa. 
TREASURER—EVERETT J. BROWN, Decatur. 
EpriToR—GEORGE'N. KREIDER, Springfield. 


SECTION ONE. Committee on Prevention of The figures before the names 
Prection of Medicine, aitetion! Tuberculosis. of the Councilors refer to the 
Speclaities, ateria ca, J. W. Pettit, Ottawa. istricts 

Therapeutics, Etlology, Path- Cc. L. Mix, Chicago. Counciler D . 
ology, Hygiene, State Medi- P l The Council. 
cine and Medical Juris- oe Oa, Se 
J. H. Stealy, Freeport. 
Committee on Public Policy and W. O. Ensign, Rutland. 


Legislation. 
Zapfte, M. L. Harris, Chicago. 


Fred 
1764 Lexington st., Chicago. a a O. B. Will, Peoria. 
arl E. Black, Jacksonville. . 
SECTION TWO. J. W. Pettit, Otta J. — Smith, Bloom 
Surgical lait! Th ’y. - je. 
Surgery, Surg Specialties, Pres. and Sec’y, Ex-Offic! o. & tem eee 


and Obstetrics. 
Geo. L. Eyster Committee on Scientific Work. E. E. Fyke, Centralia. 
Rock Island. M. S. Marcy, Peoria. (83) W. K. Newcomb, Cham- 
W. H. Wilder . Geo. L. Eyster, Rock Island. paign. 
103 State st., ’ The Pres. and Sec’y, Ex-Officio. (9) J. T. McAnally, Carbondale. 











UNUSUAL POSITION OF EDITORIAL munitv of 75,000 and are beautifully located 
ITEMS. “ oe a | an 
on the beautiful and historic stream. The 


The Editorial portion of the Journal is 


a ; ’ United States Government maintains an im- 
placed where it is this month in order to 


: : ; mense arsenal on the island at this point, 
give our readers the latest possible informa- rr ' - 

which is a great attraction. The committees 
have prepared a program of literary exer- 
legislature. We are pleased to say that no  gises and entertainments worthy of the So- 


tion on the matters of interest before the 


legislation obnoxious to the medical profes- ciety and its members and all may be assured 
sion has gotten through this session. of a hearty welcome and a pleasant time. 





THE ROCK ISLAND MEETING. A great deal of important business will be 
For its 55th annual meeting the State transacted at this session. Each Society 


Medical Society will convene at Rock Island, should see that it is represented by at least 
on the banks of the Mississippi, opposite one member in the house of delegates at each 
Davenport on the 16th, 1%th and 18th of and every one of its sessions. An alternate 
May. The three cities together form a com- should be on hand to take the place of the 
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regular delegate should the latter, for any 
reason, be called away. 

The railway rate, as usual, will be one and 
a third on the certificate plan. Be sure to 
secure your certificate when purchasing the 
ticket and to turn this over to the represen- 
tative of the railway company as soon as 
possible after reaching Rock Island. 





OSTEOPATHIC BILL KILLED. 

During the entire session of the General 
Assembly, now drawing to the close, there 
has been a numerous, if not strong, lobby 
of osteopathists besieging the members of the 
Senate and House to. pass bills permitting 
They 
have spent a great deal of money in postage 
and stationery and the progress made was 
indicated by the vote received in the Senate, 
which caused them to believe that Senate Bill 
No. 311, introduced by Mr. Chaffee, would 
also pass the House. 


them unusual and unjust privileges. 


However, about this 
time, the medical profession woke up to the 
necessities of the case and from every county 
came an avalanche of letters, telegrams, 
resolutions and personal appeals, which soon 
placed matters in proper shape. The hearing 
on this bill took place Thursday, May 4. 
Dr. W. A. Evans made a very able argument 
against the bill, as did also Dr. G. W. Web- 
ster, and when the mption was made that 
the bill be not recommended to the House 
for passage, it was carried by an overwhelm- 
ing majority and the matter was disposed of 
for this session at least. When all things 
are considered, this result is particularly 
gratifying to the organized profession of the 
State. 
a number of States have been more suscepti- 
ble to the blandishment of the bone setters 
and have given them more or less recognition. 
In the second place the contest in Illinois 
developed a condition of affairs which lead 


to the belief that there was actual danger of 


In the first place, the legislatures of 
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the passage of some sort of a bill favorable 
to osteopathy. This victory shows again the 
value of an active organization and demon- 
strates that the profession ean be relied upon 


when a proper appeal is made to it. 





EXCURSION TO PORTLAND. 
Arrangements are in progress for special 
cars for Illinois tourists to go to the Portland 
meeting. It is proposed rfow to have special 


Pullman sleepers leave Springfield about 
noon June 29th, breakfast at St. Paul, and 
spend the day in St. Paul and Minneapolis 
visiting the many points of interest about the 
Ft. Snelling, Lake Minnetonka, 


Falls of Minnehaha, etc., and leave in the 


twin cities. 


evening for the Yellowstone National Park, 
where five and one-half days will be spent, 
and then on to Seattle and Portland. The 
fare from Springfield will be $53.50; sleep- 
ing car, $14; tour through the Park, $49.50. 





PIN PRICKINGS. 
The American Medical Journalist, a little 


advertising publication hailing from New 
York, is busily engaged in caricaturing the 
editor of the Journal of the American Medi- 
cal Association in attempted revenge for the 
establishment of the Council of Pharmacy 
and Chemistry. Mention is made of the facts 
only to offer an explanation. The Journalist 
is conducted by Mr. O. Gorman, an advertis- 
ing agent of New York who is son-in-law to 
Dr. J. J. Lawrence proprietor of the Medical 
Brief and of various drug factories. Dr. 
Simmons of course can stand it, and the 
medical profession will not mind this opposi- 
tion to its best interests when the source is 
fully understood. 


The founding of the Council of Pharmacy 
and Chemistry by the American Medical 
Association bids fair, after the necessary pre- 
liminary period of friction, to be rated one 


of the greatest forward steps ever taken by 
the medical profession of America. 
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Wuereas, The physicians of Stephenson 
County, Illinois, are not in sympathy with 
certain bills now before the Legislature of 
our State asking for special legislation, as 
cet forth in Senate Bills Nos. 269 and 311, 

on to be up for vote, 


Resolved, That we the members of the 
stephenson County Medical Society, urge 
he representatives from -this Senatorial dis- 
‘rict to use their influence, and co-operate 
vith the medical profession in maintaining 
the standard of medical requirements in our 
State, and not permit recognition of any 
ects or isms, whose excuse for existence is 
n name only. Medicine is broad enough to 
ake in all good, reliable therapeutic meas- 
ires, of tried and well known value, and an 
ffort to restrict to certain lines of treatment 
n all cases is not proper treatment in a large 
er cent of them, and an imposition on that 
per cent of the public. 


But it further resolved that a copy of these 
esolutions be furnished each of the Repre- 
-entatives from this district and a copy sent 
o the Illinois State Medical Journal for 
ublication. Signatures: 


WV. J. Rrpgout, Pres. D. C. L. Mease, 
2. J. Torey, S. J. Best, 
'.M. Hrvteprann, J. A. PoLine, 
I. J. PLEEs, B. A. ARNOLD, 
.W. Baumeartner, E. H. Bgst, 
. H. FIRESTONE, L. G. Voter, 
’. L. KarcHer, M. B. Strver, 
Wa. F. BusHNeELL, Wuttram B. PEcK, 
J. H. Sreaty, E. E. BuRNELL, 
J. S. CLARK, t. F. Hayes, 
RoBert J. Burns, J. C. BuRBANK, 
J. F. Farr, A. E. SMITH, 





NOTICE: 
that the railroad rate to Rock Island from 
St. Louis and all points in Illinois will be 
one and one-third (114) fare for the round 
trip, on the CERTIFICATE plan. Procure 
vour certificate at time of purchase of ticket. 


Members will please take notice 


he certificate must be presented to the rail- 


road joint agent at the meeting to have it 
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viséd. A fee of twenty-five (25) cents will 


be charged by the agent. Tickets are good 
for three days before the meeting and three 
days after the meeting. 


E. W. WEIs, Secretary. 
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ORDER OF PROCEEDINGS. 
Registration Office—First Methodist 
Cor. 5th Ave. and 19th St. 
First Day—Tuesday, 9:00 A. M. 

I. Call to Order in General Session by the 
president( Methodist church)—William E. Quine, 
Chicago. 

Il. Report of Committee on Arrangements— 
Cc. Bernhardi, Chairman, Rock Island. 

Ill. Announcement by the President. 

IV. 9:15 a.m. Call to Order of Section One 

Public Library Hall, 4th Ave. and 19th St. 

V. 9:15 a.m. Call to Order of Section Two, 

Methodist Church. 

VI. 1:00 p. m. Adjournment. 


Church, 


First Day—Afternoon. 

VIL. 2:00 p.m. Call to Order for Continua- 
tion of Sections One and Two. 

VIII. 2:00 p.m. Call to Order of the House 
of Delegates by the President, in Assembly Room 
of the Public Library. 

IX. 2:30 p. m. Trolley ride for visiting la- 
dies through Davenport, Moline and Rock Is- 
land, with short stop at the Watch Tower Inn 
for light refreshments. 

First Day—Evening. 

X. 8:00 p. m. Call to Order by the First 
Vice President, H. C. Mitchell, Carbondale, (Illi- 
nois Theatre 2nd Ave. and 16th St.) 

XI. Invocation—Rev. R. B. Williams, D. D., 
Rock Island. 

XII. Vocal Vocal Solo—Mrs. 
man Brandt, Chicago. 

XIIl. Address of Welcome—Hon. Geo. W 
McCaskrin, Mayor of Rock Island. 

XIV. Address of Welcome on Behalf of the 
Rock Island County Medical Society—Geo. L 
Eyster, Rock Island. 

XV. Response on Behalf of the Society— 
President Wm. E. Quine, Chicago. 

XVI. President's Annual Address—Wm. E. 
Quine, Chicago. 

XVII. Address; 
Ottawa. 

Second Day—Wednesday Morning. 

I. 9:00 a.m. Call to Order for Continuation 
of Section One (Library Halli) and Section Two 
(Methodist Church). 

II. 10:00 a. m. Carriage Ride for Visiting 
Ladies to Rock Island Arsenal. 

III. 1:00 p. m. Adjournment. 


Second Day—Afternoon. 


IV. 2:00 p. m. Meeting of the House of 
Delegates. 


Pauline Walt- 


Section One—J. W. Pettit, 
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V. 3:00 to 6:00 p. m. Reception for visit- 
ing ladies given by Mrs. C. Bernhardi at her 
residence, 6th Ave. and 18th St., assisted by 
Dr. Emily Wright, Dr. Emma Morgan, Mrs. 
Craig, Mrs. Comegys, Mrs. Eyster, Mrs. DeSilva, 
Mrs. First, Mrs. S. B. Hall, Mrs B. F. Hall, Mrs. 
Ludewig and Mrs. Sala. 

VI. 6:30 p. m. Excursion and Reception on 
Steamer “W. W.” Refreshments on the Boat. 
Third Day—Thursday Morning. 

I. 9:00 a.m. Call to Order of Sections, Pa- 
pers and Discussions. 

II. 10:00 a.m. Call to Order in General Ses- 
sion (Methodist Church) by the President to 
Receive Report of House of Delegates. 

Ill. 1:00 p. m. Adjournment. 

Third Day—Afternoon. 

IV. 2:00 p.m. Call to Order for Completion 
of Sections One and Two. 

V. Introduction of the President Elect. 

VI. Final Adjournment. 





PROGRAM. 
SECTION ONE. 


Practice of Medicine, Medical Specialties, Mate- 
ria Medica, Therapeutics, Etiology, Path- 
cology, Hygiene, State Medicine and 
Medical Jurisprudence. 
Chairman M. S. Marcy, Peoria 
Secretary Fred Zapffe, Chicago 
 ¢xtndkedednbeseneen J. W. Petit, Ottawa 
What we must Learn and Unlearn in the 
Treatment of Tuberculosis. 
Present Status of Serum Therapy 
E. R. Larned, Chicago 
Practical Significance of Certain Com- 
mon Symptoms in the Upper Ab- 
domen . F. Percy, Galesburg 
Indormescent Shock..H. T. Patrick, Chicago 
The Consideration of Late Hereditary 
ee R. R. Campbell, Chicago 
Percentage Modification of Milk in the 
Chas. R. Spicer, Springfield 
The Tuberculosis Problem in Illinois. . 
Homer M. Thomas, Chicago 
The Importance of Diet in the Treat- 
ment of Tuberculosis 
Miss Adella Sater, Ottawa 
Mixed Infection in Tuberculosis with 
some Consideration as to Treatment 
Ethan. A. Gray, Chicago 
9. Climatic Treatment of Tuberculosis 
with Special Reference to Colorado 
Cc. L. Wheaton, Chicago 
Typhoid Fever....G. G. Craig, Rock Island 
Differential Diagnosis of Small-pox 
(Lantern Slides) a 
Heman Spaulding, Chicag 
The Value of Isnordia Palustris in 
the Treatment of Erysipelas—Re- 
port of Cases..H.'C. Mitchell, Carbondale 
Pericarditis..... J. H. Bacon, Cleveland, O. 
Scrofula H. G. Anthony, Chicago 
The License and Control of the Prac- 
tice of Medicine in the State of Illi- 
Geo. W. Webster, Chicago 
Diagnosis of Chronic Nephritis 
Chas. L. Mix, Chicago 
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17. Ocular Manifestations of Chronic Ne- 
A. R. Elliott, Chicag 
19. Results of Surgical Treatment of 
Chronic Nephritis 
A. H. Ferguson, Chicag, 
Report of Three cases of Intermittent 
Claudication....S. R. Pietrowicz, Chicag, 
The Glycosuria of Hepatic Insuffi- 
A. C. Crofton, Chicag 
Respiratory Oxidation Stimulants in 
Nephritis, Pulmonary and Allied 
Geo. F. Butler, Chicag 
Febrile Symptoms of Hepatic Syph- 
Jos. L. Miller, Chicag 
Parenchymatous Keratitis and Sub- 
sequent Irido-Chroiditis with Loss 
of Vision Chas. H. Brobst, Peori 
Syphilitic Meningitis in Children.... 
W. J. Butler, Chicag 
Treatment of Neuras- 
. D. Center, Quin 
Gastric Fatigue F. B. Turck, Chicag 
Some Phases of Disturbed Metabolism 
. . Webster, Chicag 
Some Eye Problems the General Prac- 
titioner is Called on to Solve 
R. J. Tivnen, Chicag 
L. A. McFadden, Peoria. 
..-Poisoning from Oil of Wintergreen, 
. C. Vandervort, Bloomingto 
Cardiospasm* or Idiopathic Dilation 
of Esophagus...... B. W. Sippy, Chicag 
Title later S. W. Miller, Peori 
Air examinations: Their Importance 
gt A. Gehrman, Chicag 
Intestinal Parasites F. Smith, Urban 





THE PRACTICAL SIGNIFICANCE OF CER- 
TAIN SYMPTOMS IN THE UPPER 
ABDOMEN. 


By J. F. Percy, M. D., Galesburg, Ill. 

Introduction: The overlooking, in this re- 
gion, of the pathology on which these sympton 
are based, is one of the strange chapters in the 
history of diagnosis. 

The common symptoms are pain due to chole- 
cystitis, ulcer of the stomach, and of the duo 
denum, together with the formation of gas du 
to inhabited peristalsis. Vomiting is also men 
tioned; but nausea is a more prominent symp 
tom than the former. Bleeding is also to b 
noted as one of the symptoms. 

The significance of these can best be deter 
mined by percussion, palpation, and noting cos 
tal resistance, especially in the right side. La 
boratory methods are of confirmatory value on}) 
Alone they cannot make the diagnosis. 

The periodicity of the attacks from ulcer « 
the stomach and the duodenum are insist« 
upon, as is also that fact that a cholecystitis « 
an ulcer of the stomach will account for man) 
of the chronic lesions of the liver and the pan- 
creas. Both of these facts are new to the li! 
erature of this great subject. 


INDORMESCENT SHOCKS. 


Hugh T. Patrick, Chicago. 
The author calls them “indormescent” because 





OFFICIAL PROGRAM. 


they ordinarily occur just as the patient is 
falling asleep. The shocks may be divided 
roughly into motor and sensory. Mild motor 
shocks, or simple starts, may be regarded as 
normal, but in some persons they reach a de- 
gree, which is pathological and in others attain 
a violence sufficient to make them worthy of 
medical consideration and special treatment. 
The sensory form may affect general sensation 
wv the special senses. The manifestation occurs 
is a symptom of functional disease and in the 
vast majority of cases is of no grave signifi- 
cance, although the shock is a most alarming 
sensation for the patient. Illustrative cases. 
Treatment. 





THE GLYCOSURIA OF HEPATIC INSUFFI- 
CIENCY. 
Alfred C. Croftan, Chicago. 
Abstract—The frequency of sugar excretion 
in functional disorders of the liver. The dan- 
gers of treating a patient afflicted in this way 
is a diabetic. The causes, symptoms and treat- 
nent of this variety of non-diabetic glycosuria. 





THE EDUCATIONAL TREATMENT OF NEU- 
RASTHENIA—Abstract. 
Chas. D. Center, Quincy. 

A. The author claims that drug treatment 
alone is practically valueless;. that while Brow- 
er’s definition of ‘Neurasthenia an exhaustion of 
the neuron, the effect of defective metabolism,” 
s perhaps as good a brief definition as can be 
made, still it does not provide for the getting 
hold of the mentality of the patient, and with- 
yut such control medicine in neurasthenia has 
only partial effect. 

B. The point is made that each neurasthenia 
patient has a “chief obsession,’ and that once 
this is overcome, all minor symptoms are 
ibated. 

c. A number of cases are given, showing the 
chief obsession in each, and the means used to 
remove it. 

D. The doubtful 
neurasthenia. 


benefit of strychnine in 





SOME EYE PROBLEMS THE GENERAL 
PRACTITIONERS IS CALLED UPON TO 
SOLVE—Abstract. 

Richard J. Tivnen, Chicago. 

1. Importance of eye findings as an aid to 
diagnosis and prognosis of general disease. Ne- 
phritis, diabetes, locomotor Ataxia, rheumatism, 

syphilis. 

2. Possible sources of error in the diagnosis 
and management of; (a) Foreign Bodies; (b) 
Iritis, Conjunctivitis, Scleritis, Glaucoma. 

3. Use and mis-use of cocaine and atrophine. 

4. Treatment of cross-eyed children. 





SYPHILITIC MENINGITIS IN CHILDREN. 
Wm. J. Butler, Chicago. 


Report of case with sudden onset; chill, high 
temperature, semi-comatose, diffuse maculo- 
papular eruption. Result of spinal puncture. 
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Blood examination. 
alysis. Treatment. 


Exchanges. 
Result. 


Localized par- 
Present status. 





PELVIC INFECTIONS. 
Abstract of Paper of Dr. T. J. Watkins. 

Pelvic infections is preferable to pelvic in- 
flammation as a name to designate the disease, 
as infection injure and destroy tissues, whereas 
inflammation tends to conserve tissue. 

An attempt will be made to limit the paper 
to a discussion of some of the practical points 
of pelvic infections: 

Importance of the disease. 

Same principles are involved in pelvic infec- 
tions as in infections in other parts of the body. 

General consideration of the etiology, path- 
ology, symptomatology, diagnosis, prognosis and 
treatment. 

Importance of Prophylaxis. 

Topical applications are often of little or no 
value. 

Conservatism during the acute stage is of 
great importance. 

Spontaneous and complete recoveries some- 
times result. 





Hereditary Syphilis. 
R. R. Campbell, Chicago. 

Our means of diagnosis. Importance of 
Hutchinson’s symptoms. The skin manifesta- 
tions. Findings in the fundus of the eye, etc. 

Mortality from pulmonary tuberculosis at va- 
rious periods of lofe from statistics compiled 
during the last census year. 

The enactment and enforcement of laws re- 
lating to hygienic and sanitary measures, the 
construction of State sanatoria for the care of 
the afflicted element among the poor. 

The climatic treatment of tuberculosis, differ- 
ences of opinon relative to the value of the arid 
regions as compared to the home climate in 
the arrest of the disease. 

The success of the Ottawa Tent Colony. 

The tuberculosis problem to be solved at 
home. Conculsions based upon long residence 
in Colorado and observations made in New 
Mexico and Arizona. Care to be exercised in 
prescribing climate. The climate of Colorado. 
Atmospheric conditions; Denison’'s observatigqns 
of 1876. The city of Denver, its hospitals and 
facilities for caring for the sick. Effects of alti- 
tude on pulse and respiration at an elevation of 
ten thousand feet. The class of cases to be sent 
to Colorado; the effect of an altitude of 5000 
feet on the pulmonary invalid. Importance of 
early recognition of the disease as advocated in 
New York Medical Journal, Aug. 27, 1904. Con- 
clusions relative to climatic treatment of tuber- 
culosis in properly selected cases. 





Abstract. 
Report of a case of labor in a woman with 
a double dislocation of the hips. Death of the 
fetus followed by craniotomy; pregnancy in the 
same case later followed by Caesarian Section. 
Some suggestions regarding operation in cases 
of contracted pelvis. 
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THE PRESENT STATUS OF SERUM 


THERAPY.—Abstract. 
By E. R. Larned, M. D. 


What is meant by Serum Therapy. 
Classification of Sera as used in Medicine. 

a. Curative Sera. 

b. Diagnostic Sera. 

Classification of Sera as to efficacy. 

a. Those of demonstrated efficacy. 

b. Those whose value appears proba- 

ble but remains to be proved. 
Methods used in elaboration of Sera. 
5. Classification of Scientific Workers in 
Sera. 
6. Brief outline of the present status of th 
following Sera. 

A. Those of demonstrated efficacy. 

Antidiphtheritic. 
Antitetanic. 
Antiplague. 
Antistreptococcic. 
5. Sera for Exophthalmic Goitre. 
B. Those whose value appears proba- 
ble but remains to be proved. 
1. Serum for Hay Fever. 
y Tuberculin. 
Antityphoid. 
Antirabic. 
Antitubercle. 
. Antivenine. 

Cc. Those whose efficacy is nil. 
Antipneumococcic. Sera. 
Antiscarlatinal. Sera. 
Antidysenteric. Sera. 
Antivarioloid. Sera. 

Antitoxin for Cerebro-Spina} 


Serum for Rheumatism. 


. Serum for Syphilis. 
. Serum for Anthrax. 
- Cancer Serum. 
. Leprolin. 


1 
2 
3 
4 
5 
Meningitis. 
6 
8 
9 
0 


1 


Variola. 
This malady will be treated under its usual 
classifications. Some kodak pictures will be ex- 
hibited and experience given. 





Za Uews Items, 








Dr. M. D. Foster is mayor of Olney. 

Dr. T. C. McCord has been elected Mayor of 
Paris. 

Dr. J. L. Kerrell, of Medora, has located at 
Thebes. 

Dr. J. M| Duncan has been elected Mayor of 
Pawnee. 

Dr. G. W. Ross has been elected Mayor of 
Carrollton. 

Dr. Jesse McDavid, of Litchfield, has located 
in Decatur. 

Dr. Walter H. Allyn has been elected Mayor 
of Waverly. 
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Dr. Priest has moved from Buffalo Hart to 
Williamsville. 

Dr. Wm. Englebach, of Arenzville, 
cated in Omaha, Neb. 

Dr. J. T. Williams, of Nebo, 
poem entitled “Illinois.” 

Dr. Rudolph W. Holmes has removed to 41: 
North State St., Chicago. 

Dr. W. A. Mudd, of Athens, 
mayor at the last election. 

Hudson James, M. D., of McLean County 
died March 27; aged 61 years. 

Dr. T. F. Hill of Athens, has been elected 
president of the school board. 

Dr. Elizabeth Matthews, of Springfield, has 
gone to Europe on a vacation. 

Dr. E. R. Motley, of Virden, has been elected 
a member of the school board. 

Dr. Roy F. Rogers, of Shelbyville, has gon: 
to Europe for post graduate study. 

Dr. C. M. Bowcock, of Springfield, is conval- 
escent after an operation for gall stones. 

Dr. S. R. Hopkins, of Springfield, expects t: 
go to Europe in June for a year’s post graduaté« 
study. 

Dr. F. C. Harnish has removed his office t 
suite 1122 Republic Bldg., State and Adams Sts 
Chicago. 

A chicken brooder is taking the place of ar 
expensive incubator at Tallula. Twins are 
thriving in it. 

Dr. D. N. Eisendrath has removed his resi- 
dence to 4840 Woodlawn avenue, Chicago. Tel- 
ephone 717 Oakland. 

Dr. L. H. Abele has removed his office toa 
the Republic Bldg., Chicago. His practice is 
limited to diseases of the eye. 

Dr. McClelland, of Williamsville, will remove 
to Springfield, where he will -erect a handsome 
residence and retire from practice. 

Dr. Norman Kerr, of Chicago, has removec 
his residence to 275 LaSalle ave., where his 
office hours are from 6:00 to 7:30 p. m. 

“Dr. Anna B. Schultz of South State St., Chi- 
cago, recently testified that she had given gifts 
to policemen who had turned business her way. 

A young physician, unmarried, wishes to 
connect himself as an assistant to a well known 
physician or surgeon. Those wishing a consci- 
entious man and hard worker, address mail to 
Dr. D. Ricardo, 4419 Indiana Ave. 

A doctor named Barker succeeds Osler at 
Johns Hopkins. This seems an especially ap- 
propriate selection—considering what a how! 
went up when Osler left.—Springfield State 
Journal. 

Dr. W. L. Rukenbrod, of Decatur, on March 
31, was the target for pistol practice by a Mrs 
Thos. D. Loomis. The cause is said to have 
been remarks made by the physician about the 
character of his assailant. 

The Christian County Medical Society met 
at Taylorville April 20th and elected officers for 
the ensuing year as follows: President, cS. -Z, 


has lo- 


has written ; 


was electex 
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irroll, of Taylorville; first vice president, C. 
\. Coe, of Stonington; second vice president 
W. Reasoner, of Morrisonville; secretary- 
reasurer, D. F. Morton, of Taylorville. 
Dr. Warner is the father of Col. V. Warner, 
esent Commissioner of Pensions, and father- 








Dr. John Warner. 


in-law of Dr. Harrison Mettler, of Chicago. 
He began practicing medicine in DeWitt County 

1841 and rode on horseback often 50 or 60 
miles to see a patient. Before the Civil War 
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Frederick Leo Orsinger of LaSalle, IL, has 
begun suit for mandamus to compe! the state 
board of health to issue to him a certificate per- 
mitting him to practice medicine in Mlinois 
The suit comes after the doctor has practiced 
for more than thirty years in this country after 
graduating, he says, from a school of medicine 
in Zurich, Switzerland. 


Dr. Edward J. Barcal of Chicago, has been 
sued for divorce by his wife, who alleges that 
he fractured her rib by a blow when asked for 
money to buy food. She also asserts that her 
husband abandoned the practice of medicine to 
become a private detective and that recently 
he was fined and sent to the bridewell for beat- 
ing her. She was given an inpunction forbid- 
ding Barcal to molest her at 227 Sangamon St. 


Ground was broken recently for the new 
Michael Reese hospital to be erected on the old 
site at Twenty-ninth street and Groveland Park 
avenue. President H. F. Hahn of the United 
Hebrew Charities spoke, and the first spadeful 
of earth was turned by Isaac Greensfelder, wh« 
performed the similar duty twenty-five years 
ago at the beginning of the old building. The 
new structure will cost around $500,000. 


Dillman, F. S., M. D., of Ingraham, was fatally 
injured April 2 in a runaway and died Tuesday, 
April 4th. He was returning from a professiona) 
visit at midnight when the accident occurred 
He was found unconscious and taken to hi 
home where efforts were made to prolong his 
life by his relative, Dr .J. V. Dillman, of Bible 
Grove, and Dr. Geo. T. Weber of Olney. He 
was 35 years old and graduated at the Missouri 
Medical college in 1898. 








| 


Warner Hospital, Clinton, Illinois. 


doctor retired from practice and went into 

banking business and accumulated a great 
rtune, being considered one of the wealthiest 
en in the State. He is still in good health and 
ends to a part of his large business. 


How They “Keep up a Front.” 

Dr. Alfred J. Burdick, of Ravenswood, is 
conducting a popular sprightly journal entitled, 
“The Way to Win.” He contributed to the 
April issue a five page article on “Where Shall 
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the Young Doctor Locate.” From this we ex- 
tract the following of interest concerning pro- 
fessional life in Chicago: 

Not long ago a very distinguished physician 
died in Chicago. He stood veritably at the head 
of his specialty and attended the very best fam- 
ilies. His practice was enormous and his fees 
princely; but he worked like a stevedore—so 
hard in fact that his health was ruined, and 
that brought about the end of it all, for he 
killed himself by overwork. Such a successful 
man surely had accumulated enough to make 
his family comfortable? The last six months of 
his life he was an invalid, and during this time 
he lived upon a $10,000 fee that he received for 
his last case. Nothing was left. 

I was talking some time ago with a friend of 
mine, a physician, concerning the doctors on 
his street, six or eight of them. He went over 
the list: 


“Dr. B.,” said he, “has a job at the city hal) 
which takes part of his time. A ekes out a liv- 
ing with life insurance work; C does hack work 
for the medical papers; D teaches at a medical 
school to help out expenses; E does detail work 
for a drug firm’’—and so he went through the 
list. Only one of these doctors, all of whom 
were successful and prosperous, so far as th 
outsider could judge, was making a living en- 
tirely from the practice of medicine. This is 
the history of thousands of physicians in Chi- 
cago and other large cities. They are veritably 
“hanging on by their eyebrows” waiting for the 
opportunity to come along which shall bring 
them success and meanwhile many of them ar« 
living by makeshifts. 





Medicine Peddler in Trouble. 

Rushville, March 27.—Special.—The third 
trial against M. L. Ryan for selling medicines 
without a license will be called Thursday. At 
the last trial the prosecution put on 250 wit- 
nesses to prove he peddled medicine without a 
license. The defense was that he was not ; 
peddler, but the agent of a reliable house at 
Winona, Minn. The jury deadlocked in the 
second trial as they did in the first. 





Jungles Jugulated. 

Charging unfair treatment, William Witry 
Jungles began mandamus proceedings yester- 
day to compel the trustees of the University of 
Chicago and of Rush college to issue to him a 
certificate as doctor of medicine. 


Jungles, who formerly attended the Univer- 
sity of Michigan, says he became a student at 
Rush college in September, 1897, and remained 
there until June, 1900. He again entered in 
October, 1903, expecting soon to complete his 
work, but he was not graduated. 


The plaintiff declares he has passed all his 
examination and has acquired sufficient knowl- 
edge of the practice of medicine and surgery. 





LIVINGSTON COUNTY NEWS NOTES. 
Dr. Henline has located at Graymont. 


Dr. H. H. Dally, of Blackstone, has gone { 
Mexico where he expects to regain his health 


The semi-annual meeting of the Livingst«o 


County Medical Society will be held in Ponti: 


May 4th. 


Dr. A. B. Midleton, who has ben spending 


the winter in Florida for the benefit of | 
health, will return May 1. 


Dr. J. D. Scouller, Jr., has formed a partn: 


ship with his fateher at Pontiac, where th) 


have furnished a new suit of offices. 


Dr. Breeze, who practiced for several yea 
in Odell, recently died at Joliet. The fune: 
was held from his home in Odell. 


Dr Asa Cooms, of Suggert, who is druggi 
grocer, doctor and postmaster, was recently < 
feated in a race for justice of the peace. 


The “Can’t Work a Pull” club was recent): 


organized in Pontiac by two physicians, but 
the first meeting there was not enough memb: 
to fill the three offices, and it was concluded 
disband because no other qualified memb: 
could be found. 


Six months ago Pontiac did not have a hos 
pital, but today she has three in the course 
construction. 


Dr. E. H. Fitzpatrick recently purchased 
warehouse and is reconstructing it for the p' 
pose of a hospital. 

The St. Francis sisters have purchased 
residence and will soon open it as a hospital. 


Dr. J. A. Claybourne has begun the erectiv: 


of a new hospital building. 


The people of this city have been agitati 
the advisability of building a hospital, but 


one expected that it would so soon become t)i 


greatest hospital city in the state. 





Dr. William B. Whitaker has opened an 


fice, suite 400 Reliance Building, 100 State st. 


Chicago. Office hours 12 to 2 P. M. 





Dr. G. Frank Lydston of Chicago has rece! 


purchased an apartment house on Lake avenue 


for $35,000. 





Dr. Edward Duke of Danville, has rece! 
purchased a practice at Coin, Iowa. 





Surer Thing. 

The Doctor—“Doesn’t this scheme for ma! 
ing gold out of sea water appeal to your cu 
pidity?” 

The Druggist—“Not a bit. 
well with mineral water.” 


I'm doing fair! 





Profits by the Doctor. 


Robinson—“It seems as though women 
a mania for spending money.” 


Rawlins—“I know it. Why, whenever 
wife is too sick to go down town shopping 
sends for the doctor.”—Judge. 
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HOW TO LIVE. 

One of the difficulties which beset the doctor 
on every side is that he is subject to constant 
misrepresentation, vilification and abuse, even 
from those who ought to be his heartiest de- 
fenders. Every now school, cult, or religion; 
very alleged “reform,” social or economic; 

ery new stripe of quackery (and their name is 
legion) commences its propaganda with an at- 
tack upon the medical profession. Even the 
inthinking clergy, who benefit more from the 
charity of the profession that any other class, 

1d who should be as deeply interested in the 
physical as in the spiritual welfare of their 
people (mens sana in sano corpore) all too often 
lend their influence to our undoing, through 
their free-will offerings of testimonials to the 
patent-medicine fakirs and nostrum-venders 
ho, under the guise of curers of the sick, are 
preying like vampires upon the public, fairly 
forcing their rum-remedies down the throats 
of the all-too-gullible public by means of their 
ving advertisements, supported by “testimony,” 
bought, garbled or stolen, and made to fit their 
efarious scheme of destruction—not infre- 
quently using as their strongest argument “rec- 
mmended by the medical profession.” 

To a certain extent medical men (you, doc- 
tor) are themselves responsible for this condi- 
tion of things, because they have so hedged 
themselves about with the ill-advised reticence 
vhich they honestly, though erroneously, be- 
lieve is enjoined by the “code,” that they will 
iot rise in their own defense; and the public 
press, which fattens upon the advertising of 
these frauds, loses no opportunity to furnish 
ny misinformation which tends to weaken the 
aith of the public in the doctor. 

It has become a problem, how we are to put 
uurselves right with the people; how we are to 
jet them understand something of the marvel- 
ous work our scientists are doing; how disease 
is being blotted out by the ablest and most dis- 
interested work for humanity that any class of 
nen ever attempted; how medicine may and 
does relieve and cure and, not less important, 
iow they, the people, are being victimized by a 
eritable “trust” of these soulless money-suck- 
ng vampires who not only fatten on their real 
misfortunes but the more so upon those most 
exacting imaginary ones for the creation of 
which they themselves are responsible. 

There are a number of socalled popular med- 
cal journals. Some (a very few, of these are 
excellent; more are questionably tolerable, most 
ire abominable. Even those of the better sort 
are, to a considerable degree, the organs of in- 
dividuals or corporations with private inter- 
ests or peculiar ideas to conserve or promote; 
few, very few, (we cannot think now of one) 
have in any sense at heart the interest of the 
doctor and the preservation of his influence in 
the community for the good and welfare thereof. 
Many (even most) of these journals are openly 
antagonistic to the doctor; are doing everything 
in their power to destroy his hold upon the peo- 
ple, and to paint him as a creature to be dis- 
trusted and feared, as a man actuated by the 
gsrossest self-interest—a something to be shat- 


tered in favor of the special fad or fake which 
they promote. 

Posing as advocates of physical culture, food 
fads and other foolishness, magnifying the pos- 
sibility of the socalled “natural methods of 
cure”’—mind cure, suggestion and the like (and 
always against the doctor), these sheets are 
exerting a tremendous influence upon the coun- 
try, and a most dangerous once. All or nearly 
all of them are fighting vaccination, serum 
therapy (antitoxin, etc.) and directly or in- 
directly all methods of medicinal therapeutics. 
But run through their advertising pages and 
you will find represented the most vicious and 
“suggestive” things that can (but should not) 
escape the toils of a post-office fraud-order. 
We know that behind at least one of these mag- 
azines, one claiming a circulation of over 100,- 
000, stands one of the most-widely advertised 
and most dangerous rum-remedy institutions, 
whose alleged cure-all, stronger in alcohol than 
whisky, and many timse stronger than beet, 
against which so much is and may well be said, 
is engrafting more evil on humanity in general 
than a thousand open saloons, and accursed as 
they are, is more to be dreaded for its insidious 
influence than is almost any other evil within 
our ken. And this is the kind of *‘medical liter- 
Ature” that is moulding the minds of the peo- 
ple! This is what is taking from the doctor 
the very bread of his moutn and using it to 
kill the soul and body of his neighbors and his 
friends. 

There should be a popular journal behind 
which the doctor can stand. There is one! In 
How To Live, of which Dr. George F. Butler is 
editor-in-chief, we have a journal published by 
doctors, intended to “hold up the hands” of the 
medical profession in its struggle to better the 
condition of men and women; and to this jour- 
nal we give our unqualified endorsement and 
support, urging you, brother, to receive it with 
open arms and to secure its widest possible in- 
troduction in your community, that the truth 
may be known, and knowing it that your peo- 
ple may be able to oppose the wiles of the 
devil and be led to come to you in their time 
of need for that help and advice which, in its 
very fullness, you are so well able to give. 

There are certainly few if any men better 
fitted than Dr. Butler to assume the leadership 
in this great work. He is a general practician 
of wide experience; as superintendent of the 
Alma Sanitarium for years, he has come into 
intimate touch with the most modern methods 
of treating disease, both with and without 
drugs; he is a teacher of therapeutics and 
practice in the Medical Department of the Uni- 
versity of Illinois, and the Dearborn Medical 
College, both of Chicago, and is a well-known 
and polished writer of medical books and of 
general literature as well. 

How To Live and its editor have taken com- 
mon cause with ourselves; they are now part of 
us; we have entered heart and soul into this 
work. The magazine, removed from Alma, 
Mich., will hereafter be issued from the Clinic 
office, and we propose to use our utmost efforts 
to make it such a journal that every doctor will 
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see and feel in it an ally in which he can con- 
fide and will not rest until he has introduced it 
into the homes of his clientele. It will be clean 
from beginning to end. There will be no med- 
ical advertising of any sort admitted—nothing, 
if we know it, the spread of the knowledge of 
which directly or indirectly, will take one dol- 
lar from the doctor. Through How To Live we 
propose to instill into the minds of its readers 
that it is their duty to guard against these fakes 
and shams, and to go to the doctor when they 
are sick—that self-medication is always dan- 
gerous, usually disastrous and often deadly. 

How To Live will be’a family magazine, 
with departments for father, mother and the 
children—stories, poetry and the best of good 
advice on everything that interests and con- 
cerns the home. It is not to be a “health jour- 
nal,” but a help to right living—a help to every 
one who really wants to know “how to live.” 
In other words, we propose to make it such a 
journal that you simply must have it on your 
home-table as well as in your waiting-room; 
so good and helpful that you will feel impelled 
to say to your patrons: “John, Mary, here is 
something you ought to have in your family; 
it’s just the thing for yourself and the children; 
it will help you to live right.” 

How To Live is devoted to the health, hap- 
piness and betterment of the people. Through 
it we are going to fight the fight of the doctor 
among the people, and he will and must help us. 
As doctors we are going to “nail” the lies that 
are being told about us; we are going to stand 
up for truth and right; we are going to let in 
light on quackery and its methods; we are go- 
ing to strike “with might and main” the alco- 
holic nostrums and habit-forming drug dopes 
and show their dangers; we are going to do our 
part to maintain the sanctity of the home, to 
carry a message of real genuine love and help- 
fulness; one that shall encourage and inspire 
all who read our pages. In How To Live we 
shall point the error as we see it and strive to 
show “the better way” of heart, of body and of 
mind, in home and in society; the true so- 
ciology of right living. 

There will be nothing “namby-pamby” 
about How To Live, on the contrary it will be 
“very much alive;” and we ask you to stand 
behind the movement. Will you do it? Hun- 
dreds of the Clinic family, to whom the idea 
has already been presented, have answered 
“yes” with the subscriptions. Won't you? (See 
ad page 78 for business announcement and sub- 
scription form.) 

Brother, it is worth your while! You owe 
it to yourself to support this work—to help 
us to help you--and we want you to do it! We 
are in it, heart and hand, for real, genuine, 
helpful betterment. If you are with us, say 
“yes” with your subscription and bring your 
friends with you. 





Dr. Frank P. Norbury, after a protracted 
period of illness, has resumed his consultation 
practice. 

Dr. W. T. Eddy, of Shelbyville, was elected 
mayor at the last city election. 
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Marriages and Deaths. 
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Marriages. 


L. G. Allen, M. D., and Miss Effie Felts, both 
of Litchfield, April 26. 


Albert F. Henning, M. D., Chicago, and Miss 
Mary B. Meager of St. Paul, at St. Paul, Minn 
April 26. About a year ago Miss Meager fe! 
seriously ill while visiting in Chicago. She was 
placed in a private ward in a Chicago hospita), 
where she first met Dr. Henning, who as a 
interne attended her. It was a case of love a 
first sight and before the girl had left the hos 
pital her hand was pledged to Dr. Henning 
They were married at St. Mary’s church ani 
left for Germany, where Dr. Henning wi 
continue his studies in medicine. 


Lawrence P. Crawford, M. D., Earlville, Il) 
to Miss Ruth Dixon of Fairview, Ill., March 2: 


Wiliam Englebach, M. D., Arenzville, IIL, t 
Miss Fama L. Reynolds of Barry, Ill, at Quincy 
Ill., March 27. 





Mayfield- Richardson. 


Jacksonville, April, 14.—Dr. Brock Mayfield 
and Mrs. Mary Richardson were married at th: 
home of the bride near Lynville Thursday. Th 
bride is the widow of the late Vincent Richard- 
son, who was regarded as one of the wealthies 
men in the county. She is 75 years of age whil 
Doctor Mayfield is 51 years. 


Doctor Mayfield is one of the most prominent 
physicians in the city. The couple were reported 
to have been married in Missouri about tw 
years ago but no certification of the report could 
ever be made. : 





Deaths. 


. Fletcher S. Dillman, M. D., Missduri Medica 
College, St. Louis, 1898, who was thrown fron 
a buggy March 26, died at his home in Ingraham, 
Ill, April 4. He did not regain consciousness 
after the injury. 


Presley A. Rosenberger, M. D., St. Loui 
Medical College, 1859, of Petersburg, Ill. die: 
at the home of his son in El Reno, Okla., fron 
heart disease, April 8, aged 80. 


Abner Crane Williamson, M. D., Ohio, 1879 
died suddenly at his office in Champaign, I!!! 
from cerebral hemorrhage, April 8, aged 65. 


William H. Hoskinson, M. D., Miami Medica’ 
College, Cincinnatti, 1882, died at his home i 
Trimble, Ill., February 20, aged 50. 


Frank S. Filkins, M. D., years of practice 
Illinois, formerly of Barrington, died at Arling 
ton Heights, Ill., Feb. 20, aged 65. 
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INDICATED WHEREVER 
ELIMINATION IS BELOW PAR 


Prophylactic and resolvent in uric acid conditions. Cystogen Aperient 
dissolves Orie acid and phosphatic sediments, and exercises a beneficial 
eliminative effect on the whole organism—tones the stomach and bowe 
and flushes the urinary tract with a dilute solution of Formaldehyde. Of 
special value in Rheumatism, Gout, Urinary Deposits, Calculus, Cystitis 
and Gonorrhoea, 


AN ANTI-URIC ACID APERIENT and URINARY 
ANTISEPTIC, ELIMINATIVE and PROPHYLACTIC 
Dosr—A heaping teaspoonful three or four times daily. 


Samples and literature will be furnished on request 
of physicians, 


CYSTOGEN ‘CHEMICAL CO, 
ge LOUIS.US.A. 
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Simplest, most 
Substitute for mothers: 
‘ready-dilute with water q5-¢ 
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GYNECOLOGY. 
By Henry J. Garrigues, A.M., M.D. 


Gynecologist to the St. Mark’s Hospital, New 
York City. Consulting Obstretric Surgeon to 
the New York Maternity Hospital. Professor 
of Obstetrics in the New York Post-Graduate 
Schol and Hospital. 


Octavo. 462 Pages; 328 Illustrations. Cloth 


$3.00. 





J. B. LIPPINCOTT CO. Philadelphia. 


Dr. Garrigues’ ability as a gynecologist and 
writer is well known, and in this entirely new 
work he has devoted the largest share of his at- 
tention to Medical Gynecology. 


To the practitioner desiring to acquaint him- 
self with the present status of modern gyne- 
cology, and the physician willing to refresh his 
memory or learn the latest details in treatment 
for a particular case in hand, the book will ap- 
peal with peculiar force. 


Dr. Garrigues’ exceptional facility for impart- 
ing knowledge and writing concisely is best 
exemplified in this his latest work. No space 
has been given to the history and progress of 
the science and practice of gynecology, no case 
histories nor bibliographies have been intro- 
duced as padding, but the space so saved has 
been devoted to differential diagnosis and treat- 
ment. 


The author teaches how to recognize the na- 
ture of the disease or condition, and how to 
attack it with medical, electrical or surgical 
remedies. Minor operations which the general 
practitioner is likely to undertake are déscribed 
with minute detail. In regard to the others, the 
chief features are indicated. 


The work embraces the abnormalities of all 
the organs in the female pelvis, incusive of the 
urinary organs and the rectum, excepting those 
conditions which are connected with pregnancy 
and childbirth, described in the author’s work 
on obstetrics. 


The plan is laid in such a way that the reader 
is gradually led from the simple and easy to the 
complicated and difficult. For this purpose the 
book is divided into a general and special divis- 
ion. In the latter the anatomical order is fol- 
lowed, beginning from the outside. For practi- 
cal purposes, special chapters on hemorrhage, 
leucorrhea, and sterility are added. 


The text is elucidated by a large number of 
illustrations, many of which are original and 
based upon the author’s own researches, dissec- 
tions and operations. 





Special Trains for the Physicians Enroute to 


Portland, Oregon. 


Arrangements have been completed unde: 
which the Northern Pacific railway will run 
three solid special trains through to the Pacific 
coast for physicians who will go west early it 
July to attend the coming sessions of the Amer- 
ican Medical Association, the national organiza- 
tion of doctors. The first special will run through 
from Chicago, leaving June 30 and reaching St. 
Paul July 1, proceeding west and stopping at 
Gardiner, Mont., for a 5% day tour of the Yel- 
lowstone National Park. A second solid specia! 
train will leave Chicago July 1, reaching St 
Paul July 2, and proceeding west to Gardiner fo: 
a similar tour of the Yellowstone. A third spe- 
cial train will leave Chicago July 6, running 
through to Portland with stops at several im- 
portant points. 


The Northern Pacific has been designated th: 
official route for the handling of the physicians 
and the national officers will go west on one oi 
the first two specials, in both of which accom- 
modations are very nearly exhausted. Arrange- 
ments are now being made for numerous sma!! 
parties for space in the third special and it is 
possible that additional trains will be arranged 
for, if the demand for reservations continues 
heavy. Each special will be made up of standard 
Pullman equipment, with through dining cars 
and ample baggage accommodations. Every 
facility which adds to luxurious comfort enrout: 
is being arranged for and the train schedules 
have been worked out with especial reference 
to the convenience of the doctors. The third 
special will arrive in Portland the morning be- 
fore the convention opens. 


Editors Medical Publications—Especial atten- 
tion is called to the fact that berth reservations 
should be made immediately through C. A 
Matthews, General Agent Passenger Departmen 
N. P. R., Chicago. The best service can b: 
afforded if the physicians will co-operate in this 
matter, arranging their plans accordingly. You: 
assistance in making these facts known will b: 
greatly appreciated. 
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